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IN EPILEPSY... 
PREREQUISITE 
ae FOR 
PARTICIPATION: 
THERAPY 





With the use of medications, | 


epileptic students may be enabled 
to participate in many of the same 
activities as other students.’ 


REQUISITE 

_FOR THERAPY: 
THE PARKE-DAVIS 
FAMILY OF 
ANTICONVULSANTS 


effective anticonvulsants 
— for most 
clinical needs 





for control of grand mal and psychomotor seizures 


~~ — @ KAPSEALS® “in the last 15 years severa| 

i all in new anticonvulsant agents have come into 
clinical use but they have not replaced 

diphenylhydantoin [DILANTIN] as the most effective single agent for a 


variety of reasons. Most of them are less effective in control of seizures, 
have a greater sedative effect and higher incidence of sensitivity reactions.” 


A drug of choice for control of grand mal and psychomotor seizures, DILANTIN 
sodium (diphenylhydantoin sodium, Parke-Davis) is available in several 
forms, including Kapseals of 0.03 Gm. and 0.1 Gm. supplied in bottles 
of 100 and 1,000. 


~ @® KAPSEALS When it has been dem- 

e all in onstrated that the combination of 
Dilantin and phenobarbital is helpful 

in a patient and that these drugs are well tolerated, the use of PHELANTIN, a 
capsule providing both drugs, is often a great morale builder because it 
enables the physician to reduce the total number of pills or capsules the 
patient is required to take. It is less expensive medication and it prevents 
the patient from manipulating the dosage.* PHELANTIN also contains meth- 
amphetamine (desoxyephedrine) to minimize the sedative effect of pheno- 


barbital. 


PHELANTIN KapSeals (Dilantin 100 mg., phenobarbital 30 mg., desoxyephed- 
rine hydrochloride 2.5 mg.) are available in bottles of 100. 


for the petit mal triad 


~ 4 ® KAPSEALS - SUSPENSION miLontin is 

a On in oné of the most effective agents for the 
treatment of petit mal epilepsy. -Relatively 

free from untoward side effects, miLontin successfully reduces both the 
number and severity of petit mal attacks without increasing the frequency 


or severity of grand mal attacks in those patients with combined petit mal 
and grand mal epilepsy. Also, miLontin is Considered an excellent choice 


' for initiating therapy in untreated patients.*~¢ 


MILONTIN Kapseals (phensuximide, Parke-Davis) 0.5 Gm., bottles of 100 and 
1,000. Suspension, 250 mg. per 4 cc., 16-ounce bottles. ° 


2 @® KAPSEALS cetontin is effective in the 

ee On i treatment of petit mal and psychomotor 
epilepsy. It provides effective contro! with 

a minimum of side effects, frequently checks seizures in patients refrac? 
tory to other anticonvulsant medications, and does not tend to precipitate 
grand mal attacks in those patients with combined petit mal and grand mal 
seizures. For this reason, cELontin is useful in treating patients with more 


than one type of seizure and can be given in combination with Dilantin.” 


CELONTIN Kapseals (methsuximide, Parke-Davis) 0.3 Gm., bottles of 100. 


bibliography: (1) Green, J. R., & Steelman, H. F.: Epileptic Seizures, Baltimore, Williams 
& Wilkins Company, 1956, p. 136. (2) Bray, P. F.: Pediatrics 23:151, 1959. (3) Davidson, D. Ty 
Jr., in Conn, H. F.: Current Therapy 1959, Philadelphia, W. B. Saunders Company, 1959, p. 512, 
(4) Smith, B., & Forster, F. M.: Neurology 4:137, 1954. (5) Zimmerman, F. T.: New York & 
Med. 55:2338, 1955. (6) Lemere, F.: Northwest Med. 53:482, 1954.-(7)-Perlstein, M. A.: Pedi 
Clin. North America: 4:1079 (Nov.) 1957. (8) Livingston, $., & Pauli, L.: Pediatrics 198 
1957. (9) Carter, C. H.; & Maley, M. C.: Neurology 7:483, 1957. (10) Keith, H. M., & Rus 

J. G.: Proc. Staff Meet. Maya : 105, 1958. } 
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Open Cardiac Repair of Atrial Septal Defects: 


Analysis of Technics and Results 


In Twenty Cases 


Rosert S. Lirwak, M.D., Frank T. Kurzwec, M.D., 
Joun J. Fomon, M.D., AND NorMAN M. Kenyon, M.D.* 
MIAMI 


Atrial septal defects represent one of the 
common congenital cardiac defects seen in medical 
practice. Today, surgical correction of these 
anomalies is possible at relatively minimal risk. 
It is the purpose of this communication to review 
the surgical technics and results in a series of 20 
patients, aged four to 49 years, operated upon at 
the Jackson Memorial Hospital since November 
1957. All defects were closed by open cardiac 
repair under direct vision utilizing either hypo- 
thermia or extracorporeal circulation. In all in- 
stances the clinical impression of atrial septal 
defect was documented by right heart catheteri- 
zation.** 


Pathologic Anatomy 


The intracardiac anatomy of all 20 atrial 
septal defects was of three posterior septum 
(secundum) types: (1) central defect, (2) 
superior marginal defect, and (3) multifenestrated 
membranous septal defect. 

(1) Centrat Derect (Fig. 1).—This was the 
most common type and was seen in 15 cases (75 





From the Department of Surgery, Division of Thoracic and 
Cardiovascular Surgery, University of Miami School of Medi- 
cine, Jackson Memorial Hospital, Miami. 

Read before the Florida Heart Association, Annual Meet- 
ing, Miami Beach, May 1, 1959. 

*NIH Research Fellow HF-8748, 


**Physiologic studies were performed under the direction of 
Drs, Philip Samet (Mount Sinai Hospital, Miami Beach), 
Francisco A. Hernandez (National Children’s Cardiac Hospital) 
and Leonard S. Sommer (Jackson Memorial Hospital). 





per cent). It is situated in the region of the fossa 
ovalis and may reach the orifice of the inferior 
vena cava and the posterior atrial wall. 

(2) SuPERIOR MarGINAL DerFect (Fig. 2).— 
This variant was observed in three cases (15 per 
cent). The defect is situated immediately sub- 
jacent to the superior vena cava; it is often asso- 
ciated with anomalous pulmonary venous return 
from the right lung to the right atrium, superior 
vena cava or left anomalous pulmonary venous 
return into the coronary sinus or a persistent left 
superior vena cava. Indeed, one of the three cases 
did exhibit this type of defect in association with 
total anomalous pulmonary venous drainage from 
the right lung. 

(3) MULTIFENESTRATED MEMBRANOUS SEPTAL 
Derect (Fig. 3).—Multiple defects of this type 
were observed in two cases (10 per cent). 


Indications for Surgical Closure 


Any consideration of the necessity for surgical 
closure of atrial septal defects requires an inquiry 
into the natural history of the anomaly. While the 
prognosis for a patient with an atrial septal defect 
is relatively good, it must be recognized that the 
mean life expectancy for patients with this defect 
is just under 40 years. Further, we now know that 
it is not possible to predict when a given patient 
who has been totally free of symptoms may 
suddenly begin to deteriorate at a rapid rate. The 
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CENTRAL DEFECT 


15 CASES 


Fig. 1.— Central type of atrial defect. This type 
occurred most frequently (75 per cent of cases). 





SUPERIOR MARGINAL DEFECT 


3 CASES 


Fig. 2.— Superior marginal defect (three cases). 
Frequently, this type is associated with anomalous pul- 
monary venous connections and drainage. 


devolutionary patterns seen in these patients re- 
sult from (1) the pronounced left to right shunt, 
or more commonly (2) the development of severe 
pulmonary hypertension with ultimate reversal of 
the shunt. In the former instance, the large left to 
right shunt at the atrial level is associated with 
large pulmonary blood flows often several times 
that of the calculated systemic flow. Despite this 
increase the pulmonary vascular resistances and 
the pulmonary arterial pressures are relatively 
low. The magnitude of the shunt alone results in 
extreme right heart dilatation and ultimate cardiac 
failure. 
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In the second group of cases, those manifest- 
ing severe pulmonary hypertension, cardiac failure 
develops as a result of a different mechanism. 
Here, the relative severity of the lesion is largely 
governed by the presence of extensive obliterative 
changes in the muscular arteries of the lung. 
These pulmonary vascular changes produce a 
significant degree of pulmonary and right ventric- 
ular hypertension. With this increased resistance 
to flow, the right ventricular end diastolic pressure 
eventually rises as does the right atrial pressure. 
The left to right shunt now either diminishes or 
may become balanced or even reversed. 

In view of the rather limited prognosis and 
the unpredictable propensity for the development 
of severe pulmonary hypertension, corrective 
surgical measures are considered in any patient 
having a proved atrial septal defect with a large 
left to right shunt. The presence or absence of 
symptoms was not used as a criterion for surgical 
treatment in this series since all patients had 
either large left or right shunts or significant 
pulmonary hypertension on cardiac catheteriza- 
tion. 

Surgical closure of the defect is contraindicated 
in any patient whose pulmonary vascular re- 
sistance is so high that the shunt at the atrial 
level is balanced or reversed. Such a patient is no 
longer operable, at least in the light of present 
knowledge. 


Operative Technics 

All patients in whom an _ uncomplicated 
secundum atrial septal defect was suspected were 
operated upon by hypothermia with coronary 
perfusion (18 cases). In two cases in which there 
was a suspicion of anomalous pulmonary venous 
connections and drainage associated with atrial 
septal defect, corrective surgical therapy was 
carried out utilizing extracorporeal circulation. 

1. HYPOTHERMIA AND CORONARY PERFUSION. 
—Choice of hypothermia with inflow (caval) and 
outflow (aorta and pulmonary artery) occlusion 
for the repair of uncomplicated defects of the 
atrial septum is based upon our experience that it 
is a simple and safe method for the performance 
of open heart surgery provided that the total 
intracardiac operating time is less than seven 
minutes. The widespread acceptance of this 
modality is in large measure due to the basic 
investigations of Bigelow!-? and Hegnauer*:® 
and the clinical reports of Lewis®:7 and Swan.® 

A brief outline of the hypothermic technic 
utilized for the 18 cases of atrial defect in which 
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the operation was performed by that means fol- 
lows.* 

The patient is anesthetized with Pentothal 
Socium, nitrous oxide and D-Tubocurarine. The 
esophageal temperature is lowered to approxi- 
mately 86 F. (30 C.) by external cooling. The 
heart is exposed through a bilatera] transsternal 
thoracotomy, and a preliminary exploration of the 
cardiac chambers is carried out by insertion of a 
finger through the right atrial appendage. The 
relative size and position of the defect are ap- 
praised and the precise technic of operative re- 
pair decided upon prior to the period of circula- 
tory arrest. Preparations are now made to carry 
out the repair of the defect through a right 
atriotomy. The superior and inferior vena cavae 
are looped with umbilical tapes which are fed 
through lengths of rubber tubing. A catheter is 
inserted into the aorta just distal to the coronary 
ostia. This is connected with a bottle of arterial- 
ized, heparinized blood warmed to 98.6 F. (37.5 
C.) Open cardiac repair is accomplished by inflow 
(caval) and outflow (aorta and pulmonary ar- 
tery) occlusion. The right atrium is opened widely 
to expose the septal defect in a bloodless field. 
The defect is closed with a running suture of 
cotton reinforced with several interrupted sutures. 
During the period of circulatory arrest coronary 
perfusion is accomplished via the catheter inserted 
into the aorta (fig. 4).91° The right side of the 
heart is refilled with blood by temporarily re- 
leasing the superior vena caval tape and the right 
atrial incision is clamped. Circulation is re- 
established by release of the outflow occluding 
clamp followed by caval tapes. The atrial incision 
is then repaired and the coronary perfusion 
catheter removed from the aorta. The average 
period of circulatory occlusion has approximated 
five minutes. The chest is closed and rewarming 
begun. Return to normal temperature | is attained 
in two to three hours. 

2. EXTRACORPOREAL Conmmamen —In two 
cases of atrial septal defect in which complicating 
anomalous pulmonary venous connections’ and 
drainage were suspected repair was accomplished 
with the pump-oxygenator rather than hypother- 
mia. This course was elected in view of the 
possibility that the intracardiac repair would be 
more time-consuming than for the usual un- 
complicated atrial septal defect. The heart-lung 
machine in clinical use at the Jackson Memorial 
Hospital is a Gibbon type stationary vertical 


*Hypothermia and anesthesia were conducted by Drs. Sanford 
Cobb and J. Gerard Converse, 
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MULTI- FENESTRATED MEMBRANEOUS SEPTUM 


2 CASES 


Fig. 3. — Multifenestrated septal defect of secundum 
variety (10 per cent of cases). 









TECHNIQUE 
OF 
CORONARY 
PERFUSION 





_ Fig. 4.— Technic of coronary perfusion utilized dur- 
ing hypothermic circulatory arrest. 


screen oxygenator with three roller semiocclusive 
pumps (fig. 5). Tota] body perfusion is accom- 
plished by diverting the caval flow to the machine 
and returning the oxygenated blood to the patient 
via the left femoral artery. Cardiac repair is 
performed through a wide right atriotomy. 

In one of the two patients operated on with 
the aid of the heart-lung machine, no abnormality 
other than the atria] defect was present, and this 
was closed by direct suture. In the second case, 
total anomalous pulmonary venous connections 
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from the right lung were associated with the 
atrial septal defect (fig. 6a). The right superior 
pulmonary vein inserted into the superior vena 
cava, and the inferior pulmonary vein entered 
the right atrium. A Teflon patch was inserted 
in a fashion which both directed the right pul- 
monary venous flow through the septal defect 
into the left atrium and reconstructed the atrial 
septum in a manner which completely separated 
the two atrial circulations (fig. 6b). 


Operative and Postoperative Complications 


The only major operative complication en- 
countered was that of cardiac arrhythmias. These 
occurred only in the cases in which the patient 
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was operated on under hypothermia. Atrial 
arrhythmias were commonly observed, but these 
invariably disappeared during rewarming. Ventric- 
ular fibrillation occurred three times. On two of 
the three occasions it developed before the cardiac 
repair was performed. Reversion to sinus rhythm 
was easily accomplished by electric defibrillation, 
following which the operative repair was com- 
pleted in both cases. In the third case, ventricular 
fibrillation ensued immediately after intracardiac 
repair and this was again successfully treated by 
electric defibrillation. All three patients survived 
and are alive and well. 

During the rewarming phase a moderate aci- 
dosis (combined metabolic and respiratory) is 
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Fig. 5. — Photograph of Gibbon type stationary vertical screen heart-lung machine in clinical use at the Jack- 


son Memorial Hospital. 
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frequently observed. On rare occasions small 
ariounts of intravenous sodium bicarbonate have 
been used to combat the acidotic state. In the 
majority of patients, however, no additional base 
has been administered. Invariably the pH has 
returned to normal by the eighth postoperative 
hour. 

Postoperative complications have been gratify- 
ingly few. The single major complication encoun- 
tered has been the development of supraventric- 
ular arrhythmias in five patients (25 per cent.) 
In three of them nodal rhythm developed, and in 
two additional patients atrial flutter developed. 
Sinus rhythm has been restored in all but one 
patient within two months following the ocpera- 
tion. One patient has recurrent bouts of atrial 
flutter. 


Clinical Results 


Nineteen of the 20 patients are alive and well 
(5 per cent mortality). The only death in this 
series occurred in a 42 year old woman who 
underwent an apparently routine closure of an 
atrial defect under hypothermia with coronary 
perfusion. She was returned to the recovery room 
where she was noted to be awake and completely 
alert. Eight hours after the operation, however, 
sudden circulatory arrest occurred. Resuscitative 
measures were attempted without success. At 
necropsy, a large anteroseptal infarct was found 
of approximately six to eight weeks’ duration. Al- 
though the precise cause of death is still uncer- 
tain, it is probable it was a sudden ventricular 
arrhythmia which was evoked by the large infarct. 

Clinical improvement in all the patients has 
been striking. In the 11 patients who had a pre- 
operative history of dyspnea and fatigue, all but 
two are asymptomatic even on exercise. These 
two patients, who were in severe cardiac failure 
prior to the operation, are now asymptomatic in 
performance of their usual daily tasks, but have 
not attempted any heavy exercise since the oper- 
ation. 

It is of interest that six of the eight patients 
who were apparently symptom-free before the 
operation have exclaimed that in retrospect their 
exercise capacity was indeed limited in view of 
the decided increase in capacity they experienced 
following cardiac correction. 

Changes in physical findings following closure 
of the defects in al] 19 surviving patients were 
fairly consistent. The precordial “heave” seen 
so commonly in these patients was uniformly 
absent. Systolic thrills invariably disappeared in 


LITWAK et al: OPEN CARDIAC REPAIR 425 









RIGHT SUPERIOR 
PULMONARY VEIN 


RIGHT INFERIOR 
PULMONARY VEIN 


ATRIAL SEPTAL DEFECT 


Fig. 6a.— Total anomalous pulmonary venous con- 
nections and drainage from the right lung associated 
with a superior marginal atrial defect. 


RIGHT SUPERIOR 
PULMONARY VEIN 


RIGHT INFERIOR 
PULMONARY VEIN 


ATRIAL SEPTAL DEFECT 





R. PULM L. PUL™ 
VEINS .\ RA La J VEINS 
ATRIAL 

SEPTAL DEFECT 

TEFLON PROSTHESIS 


Fig. 6b. — Technic used to repair anomaly pictured 
in 6a. A Teflon patch has been inserted so that the 
right pulmonary venous drainage is diverted through 
the atrial defect. The atrial septum has been reconstruc- 
ted in a manner which completely separates the two 
atrial circulations. 





all patients presenting this finding preoperatively. 
Pronounced diminution or complete absence of 
the precordial systolic murmur occurred in every 
patient. In two cases, persistence of a faint 
systolic murmur can probably be ascribed to 
tricuspid insufficiency which was detected at oper- 
ation. Three other patients who were discharged 
following operation with faint systolic murmurs 
were found to have no auscultatory abnormality 
whatsoever at the time of their six month follow- 
up visit. It is probable that residual systolic 
murmurs are most commonly due to relative nar- 
rowing of the pulmonary valve at the annulus in 
comparison to the enormous size of the pulmonary 
artery trunk. This discrepancy results in turbu- 
lence which, in turn, produces the murmur.® With 
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Fig. 7.— Comparative preoperative and postopera- 
tive roentgenograms of patient whose lesion was illu- 
strated in figures 6a and 6b. Note significant diminution 
in size of cardiac silhouette and pulmonary vasculature 
approximately four months after operation. 





Fig. 8.— Comparative preoperative and postopera- 
tive roentgenograms of a 47 year old patient who had 
been in frank cardiac failure before closure of the atrial 
defect. The roentgenogram on the right was taken four 
months following operation. 


the diminution in size of the pulmonary artery 
trunk in the months after surgical correction, the 
turbulence distal to the pulmonary valve annulus 
diminishes as does the murmur. 

Postoperative radiologic examinations have 
revealed significant regression of cardiac size and 
pulmonary vascularity (figs. 7 and 8). On flu- 
oroscopy, the previously bounding pulmonary 
artery trunks have been significantly less pulsatile. 

Closure of the defects has been documented 
in a small number of cases by postoperative car- 
diac catheterization. These and other clinical 
data will be reviewed in detail in another com- 
munication.14 


Summary and Conclusions 


Experience with 20 cases of secundum type 
atrial septal defects is described with special refer- 
ence to pathologic anatomy and surgical technics. 
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In 18 cases surgical closure of the defects was ac- 
complished by hypothermia with one death. In 
two cases of atrial defects in which complicating 
anomalous pulmonary veins were suspected, the 
operation was performed by extracorporeal cir- 
culation without mortality. Thus the over-all 
operative mortality (hypothermia and extracor- 
poreal circulation) is 5 per cent. 

The single major postoperative complication 
encountered was the development of supraven- 
tricular arrhythmias in five cases. Sinus rhythm 
was subsequently restored in all but one case 
within two months following the operation. 

Striking clinical improvement in all patients 
has been observed. Great subjective improvement 
has been substantiated by objective data. The 
latter consist of rapid diminution of cardiac size 
and loss of precordial cardiac thrust and mur- 
murs. 

In view of the relatively low operative risk, 
open cardiac surgical correction of secundum type 
atrial septal defects is recommended in all pa- 
tients with proved atrial septal defects and a 
large left to right shunt. 
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/ Review of 1,150 Consecutive Tonsillectomies 
And Adenoidectomies With a Glance 
At the Literature 


Cart S. McLemore, M.D. 
ORLANDO 


The primary purpose of this paper is to review 
1,150 consecutive tonsillectomies and adenoidec- 
tomies with particular reference to the incidence 
of postoperative bleeding, preoperative medication 
and anesthesia. This study is compared with 
similar studies. 

Historical 

Upon searching the literature I found it was 
difficult to obtain specific historical data on ton- 
sillectomies and adenoidectomies. 

Although Physick had devised a tonsillotome 
in 1825, surgeons were afraid of hemorrhage dur- 
ing and after tonsillar operations and were prone 
to resort to ligation of the base of the tonsil with 
heavy catgut or silver wire. The slicing tonsil- 
lotome of Mackenzie came into use during the 
’70s, and was not displaced by the snare, by scis- 
sors or by the LaForce and Sluder tonsillotomes 
until this century. While adenoids were noted by 
Meyer of Copenhagen in the 60s, American 
otolaryngologists paid little attention to them for 
many years. 


Indications 


I am sure that at times every otolaryngologist 
has the impression that he is probably advising 
an excessive number of. tonsillectomies and ade- 
noidectomies. Not infrequently he will advise four 
or five tonsillectomies and adenoidectomies in 
succession, and I am sure that those in his office 
at such a time think that his only iridication for 
the removal of the tonsils and adenoids is that 
they are present. It must be remembered, how- 
ever, that tonsillectomies and adenoidectomies are 
a definite part of his practice and parents having 
children needing tonsillectomy and adenoidectomy 
will naturally gravitate to his office. The great 
majority of these parents have been advised to 
have their children’s tonsils and adenoids removed 
long before the children are seen by the otolaryn- 


gologist. 





President’s address, Nineteenth Annual Meeting of the 


Florida Society of Ophthalmology and Otolaryngology, Miami 
Beach, May 11, 1958, 


Fortunately, today many patients are refer- 
red by pediatricians with the request that tonsil- 
lectomy and adenoidectomy be performed. Usual- 
ly there is a note stating the child has had repeat- 
ed attacks of tonsillitis, otitis media, cervical 
adenitis, rheumatic fever, complete nasal obstruc- 
tion, or other conditions which otolaryngologists 
all agree are absolute indications. The mother 
usually states that the pediatrician believes the 
child’s tonsils and adenoids should be removed; 
however, she would like for the final decision to 
be left entirely to us. I seriously doubt if there 
are many of us who put up much resistance to 
this type of approach. Occasionally, the question 
arises regarding performing an adenoidectomy 
only. In the past I have been embarrassed by 
having a child back two or three years later with 
what I consider absolute indications for a tonsil- 
lectomy. The family have usually forgotten the 
decision which preceded the adenoidectomy and 
are only interested in the additional expense and 
inconvenience of another operation. This con- 
versation usually culminates in their advice that 
most nose and throat specialists take out the 
tonsils when they remove the adenoids, and they 
suggest that in the future it would be well to ad- 
here to this principle. The question of operative 
fee never fails to enter into this conversation, and 
they seldom fail to suggest a reduction of the 
operative fee. Notwithstanding, I still see pa- 
tients in whom I think that adenoidectomy alone 
is indicated. I am, however, probably more re- 
luctant than I should be in advising adenoidec- 
tomy alone. 

There are many indications listed in the 
literature, but those set forth by McLaurin and 
Raggio are as comprehensive as any I have found: 
1. Frequent attacks of tonsillitis with fever and 
other systemic manifestations. These authors 
qualify this indication by favoring removal “when 
the tonsils and adenoids have lost their protec- 
tive properties and have themselves become over- 
whelmed by infection.” This statement is a won- 
derful way to explain the reason for a tonsillec- 
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tomy and adenoidectomy to the parents, but in 
the seclusion of my closet I have to admit that 
I have no precise way of telling when the tonsils 
have lost their protective properties and when 
they are overwhelmed by infection. In fact, I 
have my serious doubts that the pathologist after 
studying serial sections would venture an opinion. 
2. Recurrent peritonsillar abscess. My comment 
regarding this indication would be that one attack 
of quinsy is sufficient for me to advise tonsillec- 
tomy, and this advice also applies to Vincent’s 
angina of the tonsil. 3. Frequent infections of 
the ear whether they are suppurative or serous. 
There have been a number of studies of conduc- 
tive deafness of children, and enlarged adenoids 
have been found to be the cause in a high per- 
centage of cases. Also, in a high percentage of 
cases the hearing has been restored following ton- 
sillectomy and adenoidectomy. 4. Persistent and 
recurrent cervical lymphadenopathy, though only 
after other possible causes have been ruled out. 
5. Difficulties in speech, breathing and swallow- 
ing when they are of obstructive origin and are 
caused by excessive hypertrophy of the tonsils 
and adenoids. 6. Diphtheria carriers. 

These authors added two more indications 
which they thought might be debatable: 7. Fre- 
quent or continuous head colds. 8. Failure to 
gain weight and lack of general well-being. In 
this category I should like to add foci of infection 
and hygiene. 

Occasionally, one sees huge cryptic tonsils 
with the crypts filled with foul-smelling debris. I 
think that, particularly in young people, these 
tonsils should be removed, but I have placed this 
indication in the debatable category. 


Laboratory Studies 


In an effort better to understand the phenom- 
enon of hemorrhage following tonsillectomies 
and adenoidectomies, several careful studies have 
been undertaken. The former theories of blood 
coagulation for the most part have been discarded 
as inadequate. Morawitz’s theory is: 


1. Prothrombin + Thromboplastin + Cal- 
cium = Thrombin 
2. Thrombin + Fibrinogin = Fibrin (clot) 


This theory sounds reasonable, but leaves much 
to be desired. It is now thought that there are 
three distinct phases in the coagulation of blood: 
(1) the activation of thromboplastin; (2) the 
formation of thrombin; and (3) the production 
of fibrin, 
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The dynamics of the process is of great im- 
portance. Alexander emphasized this fact by say- 
ing, “Dormant and yet delicately poised in the 
circulating blood, the process is triggered, then 
assuming ever-increasing velocity wherever a 
break in vascular integrity occurs until a final goal 
of hemostasis is achieved. The importance of em- 
phasizing dynamics, rather than quantity, is clear- 
ly illustrated by the fact that large and volumi- 
nous clots may form but simply not fast enough.” 
There is then a most important function of the 
vascular system in hemostasis, which is not as 
well understood as is the coagulation of shed 
blood. It is surely on this basis that Richards 
stated, “The results of tests of bleeding and clot- 
ting time are highly misleading in respect to 
postoperative hemorrhage following T & As.” He 
added, “The omission of clotting and bleeding 
time in an otherwise normal patient cannot be 
regarded as negligence or inadequate pre-opera- 
tive preparation.” The literature reveals that 
most surgeons require coagulation and bleeding 
tests and urinalysis, and many include a complete 
blood count. 

Coyle, who wrote an excellent thesis on this 
subject, recommended the following preoperative 
test for tonsillectomies and adenoidectomies: (1) 
complete blood count, (2) bleeding time, (3) 
coagulation time, (4) capillary fragility test, 
(5) clot retraction test, and (6) prothrombin 
time. The price of this battery of tests at the 
laboratory I use would be $21, and with urinalysis 
$24. Although Coyle recommended this battery 
of tests, he also stated that the results of all of 
these tests may be normal and still the child may 
have a severe postoperative hemorrhage. A num- 
ber of cases have been reported in which severe 
bleeding occurred in patients with unsuspected 
conditions such as pheochromocytoma, which was 
recently encountered in Orlando. In this case 
there was no rhyme or reason to the patient’s 
bleeding, and it was only controlled after both 
external carotid arteries were ligated. The un- 
stable blood pressure made a physician suspicious 
and led to the diagnosis. 

I find that most of the parents of my patients 
are cognizant of the possibility of bleeding follow- 
ing tonsillectomy and adenoidectomy and are 
fluent in giving a history of any bleeding in their 
child or family. Even though I think some men- 
tion should be made of bleeding, I have never 
been able to correlate the history of bleeding for 
a long time after cutting fingers and so forth with 
the incidence of postoperative hemorrhage. I 
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have now come to believe that when a mother 
go:s into great detail concerning her child being 
a ‘ree bleeder, this is the child who surely will 
no: bleed. 

In the future, laboratory tests may tell wh’ch 
chiid will bleed following a tonsillectomy and 
adenoidectomy, but for the present these tests 
are practically useless in this regard. Neverthe- 
less, I suppose one should continue ascertaining 
coagulation and bleeding time. 

In my series of cases, the following laboratory 
procedures were considered routine: (1) urinal- 
ysis; (2) coagulation time; (3) bleeding time; 
(4) red blood cell count; and (5) hemoglobin 
estimation. 


Preoperative Medication 


There is considerable variation in preoperative 
medication in respect to coagulants. Many sur- 
geons recommend vitamin K for a week preceding 
tonsillectomy and adenoidectomy. Others recom- 
mend C.V.P., some recommend vitamin C, and 
quite a number recommend vitamin K, C.V.P. 
and vitamin C. Several have reported lower in- 
cidence of postoperative bleeding following pre- 
operative medication with vitamin K, C.V.P. and 
vitamin C. Most of the reports, however, cover 
a small] series of cases and are not at all conclu- 
sive. In my series of cases, preoperative medica- 
tion for the older children consisted of 5 grains 
of calcium lactate three times a day for a week 
preceding the tonsillectomy and adenoidectomy 
and for the younger children 1 dram of Neo-Cal- 
glucon syrup three times a day for a week. The 
rationale of giving calcium was based on the fact 
that a study, a number of years ago, revealed 
that children in Florida generally showed a low 
blood calcium. More recent studies of the coagu- 
lation of blood, however, reveal that calcium is 
rarely low enough to inhibit coagulation. It is 
admitted that calcium is a necessary component 
in the coagulation phenomenon ahd that it would 
be possible to have a calcium content low enough 
to inhibit coagulation of blood. 


Anesthesia 


Before consideration is given to the type of 
anesthesia to be used in tonsillectomies and 
adenoidectomies, something should be said regard- 
ing preoperative medication. Some surgeons give 
atropine and morphine. Some give atropine alone, 
some give scopolamine and morphine, and some 
give scopolamine alone. Atropine and scopolamine 
are both good cholinergic blocking agents. Most 
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anesthesiologists regard atropine as superior, and 
it is a bottle of atropine and not scopolamine 
that they keep their needle in, in the operating 
room, for an emergency. Many of them think 
that scopolamine is superior as a drying agent, 
and of course they all agree that the amnesia 
effect of scopolamine is desirable. 


During the past eight years some anesthesiol- 
ogists in Orlando have used rectal Pentothal 
Sodium in tonsillectomies and adenoidectomies to 
induce anesthesia, while others have looked on 
the procedure with disdain. The dose that has 
been used is actually one half of the recommend- 
ed dose and less than any I have found reported 
in the literature. My associates and I use the 
10 per cent solution and give 1 cc. per 10 pounds 
of body weight. Others give 1 cc. per 7.5 pounds 
of body weight and have reported no trouble. 
Today, all of the Orlando anesthesiologists give 
rectal Pentothal Sodium, and to my knowledge 
to date there have been no untoward reactions. 
I took the liberty of collecting 1,187 cases of 
tonsillectomy and adenoidectomy in which Pen- 
tothal Sodium was administered rectally, and this 
number does not include all the cases. 

What are the advantages? (1) The child in 
most instances goes to sleep in the room with the 
mother close at hand. (2) There is no induction 
fight. Let us face it, for in spite of the vocal prep- 
aration that some anesthesiologists so expertly 
administer, nevertheless in a high percentage of 
cases there is that final manual restraint accom- 
panied by blood-curdling screams that penetrate 
the entire hospital floor. (3) Induction is smooth- 
er and faster. There is less laryngeal spasm. (4) 
Less ether is used. (5) Reaction time is some- 
what prolonged, and this delay can be an advan- 
tage if it becomes necessary to take the child back 
to the operating room. (6) Less postoperative 
nausea and vomiting occur. It has been only dur- 
ing the last five years that I have had a number 
of mothers call me and voice apprehension be- 
cause their child had not vomited. They stated 
that their other children had vomited when they 
had their tonsils and adenoids removed and they 
thought that all children were supposed to vomit 
following this procedure. I do not know to what 
degree this drug lowers the incidence of nausea 
and vomiting, but I can say that on several 
mornings I have had as many as eight tonsillec- 
tomies and adenoidectomies without one patient 
vomiting, and others using rectal Pentotha] So- 
dium have had the same experience. Parents 
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whose children have had tonsillectomies and 
adenoidectomies with anesthesia induced by rec- 
tal Pentothal Sodium insist that subsequent 
children have it. 

The disadvantages are: (1) A drug is being 
given which is not absolutely necessary. (2) A 
drug is being given which cannot be withdrawn. 
(3) Pentothal Sodium depresses the respiratory 
centers. (4) The drug does not abolish the 
pharyngeal reflex. This factor might be listed as 
an advantage as one certainly does not want the 
pharyngeal reflex abolished when the child is 
reacting. (5) The vasomotor center is depressed, 
and there is a fall in blood pressure. (6) Un- 
necessary time is consumed. Regarding this last 
disadvantage, I find, in the literature, that a 
number of surgeons order a cleansing saline enema 
the evening before surgery; however, I do not, 
and I have had few children evacuate on the 
table or in the room following the use of Pen- 
tothal Sodium. It has also been my experience 
that one can actually operate on more children 
when they are given Pentothal Sodium rectally 
than when it is not used. With the exception 
of the last, I think that these are all valid reasons 
for not using rectal Pentothal Sodium and I be- 
lieve that they become even more so when Pen- 
tothal Sodium is given intravenously. 

The fact that Pentothal Scdium is a hypnot’c 
and not an anesthetic agent should be kept in 
mind always, whether it is given to children or 
adults. In adults, it should be supplemented with 
local instillation and infiltration. 

The question of intubation for tonsillectomies 
and adenoidectomies is very much alive today, 
and I have reviewed some interesting papers per- 
taining to this subject. In 1951 Baron and Kohl- 
moos reported the results in 80 consecutive cases 
in which endotracheal anesthesia was used. Among 
them were eight cases of laryngeal obstruction 
with two deaths and seven cases of laryngeal 
granuloma; thus, in 18 per cent of the cases 
laryngeal sequelae followed endotracheal anes- 
thesia. This was an alarming report and it stim- 
ulated a number of excellent articles on the sub- 
ject. In 1953 Pender and Hallberg reported 1,050 
cases in which endotracheal anesthesia was em- 
ployed for tonsillectomies and adenoidectomies in 
children less than 15 years of age without a single 
untoward result. 

Anesthesiologists all agree that endotracheal 
intubation requires the service of a trained an- 
esthesiologist. This is a rea] disadvantage for the 
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procedure when one considers that only 20 per 
cent of anesthetics in this country are adminis- 
tered by anesthesiologists and only 50 per cent 
by personnel who have had formal training in 
anesthesiology. Recently in Orlando a patient 
who was intubated expired on the table, and the 
surgeon noted emphysema in the neck. This in- 
tubation was not performed by a trained anesthe- 
siologist. The anesthesiologists advocating intuba- 
tion recognize this shortcoming and most of them 
state that the next safest method of maintaining 
an airway in tonsillectomies and adenoidectomies 
is with the Crow-Davis mouth gag in head down 
position with the patient in at least a 15 degree 
Trendelenburg position. Incidentally, as Hol- 
linger pointed out, it requires a 15 degree Tren- 
delenburg position to place the trachea horizon- 
tally; so actually it should be greater than 15 
degrees to avoid aspiration. 

None of the Orlando anesthesiologists intubate 
routinely for tonsillectomies and adenoidectomies. 
Some of them intubate adults; others do not. 
There is never any question on the surgeon’s part, 
as far as I know, regarding which patients are 
intubated and which are not. The anthesiologists 
in Orlando are well qualified, and the decision is 
left entirely to them. 

I have found the nasal tube to be the most 
satisfactory from a technical standpoint in adults 
and the oral tube in children. I have used the 
Barton blade with the special tube for the intuba- 
tion tube and I have found it even more in the 
way than the oral tube. I can at least move the 
oral tube from side to side. This may be due to 
the fact that I hold my forceps, as someone said, 
upside down. 

To sum up the discussion of anesthesia for 
tonsillectomies and adenoidectomies, I might 
quote one of the anesthesiologists, who said, “An- 
esthesia for T & As is in a state of flux in this 
country today.” 


Table 1—Types of Anesthesia Used in Series 
Reported ° 
Number 


of Cases 
Rectal Pentothal Sodium ++ Vinethene and ether 385 
(10% — 1.0 cc./10 Ib.) 


Vinethene and ether 1,035 
Intravenous Pentothal Sodium + local 175 
Local 6 
Intubated ? (rare) 


Incidence of Postoperative Hemorrhage 

Those writing on postoperative hemorrhage 
universally refer to primary and secondary hem- 
orrhages. The majority refer to a primary hemor- 
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r age as any hemorrhage occurring within 24 
fours after the operation and secondary hemor- 
r age as any hemorrhage occurring at any time 
a ‘er the 24 hour period has elapsed, but all agree 
tat more than half of the secondary hemorrhages 
c cur on the sixth to eighth day. The cause of 
t..c primary hemorrhage is usually vascular; it is 
nt due to any deficiency of the blood itself as 
most of the studies show no such deficiency exists. 
Some authors think that capillary fragility tests 
p-eoperatively might give an index of the prob- 
ability of primary postoperative hemorrhage. 
Cthers, however, have been unable to correlate 
the findings in such studies with the incidence of 
primary bleeding. 

Several authors believe barometric pressure is 
an important factor. In fact, one surgeon calls 
the weather bureau the morning he is performing 
tonsillectomies and adenoidectomies. Not long ago 
a local epidemic of primary bleeding began short- 
ly after two explosions on the sun. The labora- 
tory next door was picking up a cosmic back- 
ground approximately five times above normal 
and, incidentally, looking all over my office for 
radium. The following day the explosion was an- 
nounced in the paper, and the next day the blood 
began to flow and continued for two weeks. I 
am sure that during this period the incidence 
of primary hemorrhage in my cases was about 
50 per cent, and my colleagues were having the 
same experience. Early in April there were sever- 
al huge explosions reported on the sun, and fol- 
lowing these explosions there was no increased 
bleeding either in my patients or in my colleagues’ 
patients. 

Several authors attribute primary hemorrhage 
to rough dissection whereas others believe that 
rough dissection liberates certain juices from 
muscle tissue and tends to lessen primary hemor- 
rhage. I cannot help but believe that careful dis- 
section is a good surgical principle and should 
be adhered to in tonsil] and’ adenoid surgery. 
Clamping and ligating bleeding vessels I believe 
is also an approved technic. The leaying of 
clamps of various types on vessels for a given 
period of time and removing them without ligat- 
ing has never appealed to me. Whether one ligates 
with or without sutures I think depends entirely 
on the ability to tie around the point of the 
clamp. If a sharp-pointed clamp is used, ligat'ng 
is most difficult without suture, and there is cer- 
tainly no objection to suturing unless it be the 
additional time consumed. In certain areas of the 
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tonsil fossae it is almost impossible to ligate with- 
out sutures regardless of the type of hemostat 
used. 

The cause of the secondary hemorrhage has 
been attributed by some to infection, and they 
think they have reduced the incidence by giving 
penicillin or Combiotic postoperatively. Several 
give one dose on the operating table. I cannot 
see how one dose of Combiotic would influence 
infection in the tonsil fossae six to eight days 
later. Most writers believe that secondary hemor- 
rhage is due to a premature separation of the 
slough which is always present whether or not 
antibiotics have been given. This explanation cer- 
tainly serves a good purpose in explaining the 
phenomenon to the parents. I do not tell my par- 
ents that their child bled because I infected his 
throat. 

In studying the literature it is interesting to 
note the various methods that are used in ascer- 
taining statistics in regard to incidence of pri- 
mary and secondary hemorrhage. For the most 
part the incidence of postoperative hemorrhage is 
given and no mention made as to whether the in- 
formation was secured from studying hospital 
charts, office records, questionnaires to parents 
or what. These reports incidentally include the 
lowest incidence, as for example, “In 332 cases of 
the author’s experience for which some statistical 
data were obtained, the incidence of hemorrhage 
was 0.6%.” This is quite a contrast to the sta- 
tistics of McLaurin and Raggio, who stated, 
“Hemorrhage occurred primarily 82 times and 
secondarily 160 times in 2,739 cases.” This is an 
incidence of 242 hemorrhages in 2,739 cases, or 
approximately 9 per cent. The incidence in the 
former series would represent six hemorrhages in 
1,000 operations, or in the latter series, 17 hemor- 
rhages rather than the 242 reported. On the other 
hand, I am sure it would be possible to select 
a small consecutive group from the large series 
of McLaurin and Raggio and find an incidence 
of hemorrhaee of possibly 1 or 2 per cent, or per- 
haps even lower, but I question selecting any 
consecutive series of 300 cases with an incidence 
of 0.6 per cent. 

All are familiar with the papers written on 
the subject of the influence acetylsalicylic acid 
has on postoperative hemorrhages in _tonsillec- 
tomies and adenoidectomies, and I believe most 
everyone is in agreement now that the amount of 
aspirin prescribed has no influence on prothrombin 
time and on these postoperative hemorrhages. 
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The effect of vitamin K, C.V.P., calcium and 
vitamin C has been given considerable study, and 
there are several papers which are convincing if 
one ignores the chance of statistical inaccuracy 
which I have mentioned. As I have stated before, 
I have given calcium to children subjected to ton- 
sillectomy and adenoidectomy. I believe that 
vitamin K is probably a much more important 
factor and in the future I plan to give my pa- 
tients vitamin K preoperatively; however, I chose 
to finish this study before doing so. In the litera- 
ture reference is made to the toxic dose of vi- 
tamin K. As far as I can ascertain, the toxic dose 
is 400 mg.; so I think one is always safe in pre- 
scribing the 10 mg. which is the usual dose. 


In my series of 1,150 consecutive tonsillec- 
tomies and adenoidectomies, statistical data were 
obtained by studying the hospital and office rec- 
ords and questionnaires to the patients. Of 1,040 
questionnaires mailed, 968 cards were filled out 
and returned. The over-all incidence of postoper- 
ative hemorrhage which required medical atten- 
tion was 3.1 per cent. This figure did not take 
into consideration 24 cases in which packs were 
placed in the nasopharynx immediately following 
operation; it did, however, include those cases 
in which nasopharyngeal packs had to be replaced 
because of subsequent bleeding. Also not included 
were 21 cards from mothers with such statements 
as “the child bled a little on the way home in 
the car,” or “she noted some blood on the pillow 
one morning.” 


2.—Number of Bleeders Ascertained 
from Returned Cards 


Table 


Number of cards mailed 1,040 

Number of cards returned 968 

Number of bleeders 49 = 5.06 

Number of bleeders requiring 
medical attention 

Bleeding mentioned 


28 = 2.89 
2== 7. 


Table 3.—Information Requested on Cards 


Did bleeding occur after leaving hospital? 

{f so, when did it occur? 

Was medical attention given? 

If medical attention was given, please describe: 


Table 4.—Data Obtained From Hospital Records 
and Total Number of Hemorrhages of All Types 


Number of hemorrhages 42 
Number of patients given Adrenosem 

and vitamin K at operation 70 
Number of patients requiring 

nasopharyngeal packs 24 


Total number of hemorrhages from cards 


and hospital records 91 — 7.91% 
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Atelectasis and Lung Abscess 


Abscess of the lung is of course one of the 
feared complications of tonsillectomy and ade- 
noidectomy. Today, when one operates with the 
patient in the Trendelenburg position with the 
head down, this complication is somewhat rare, 
but it should still be considered as a possibility. 
For instance, in England analysis of 11,000 cases 
in which autopsies were performed showed that 
abscess of the lung occurred 199 times and in 
only two cases did the abscess follow tonsillec- 
tomy. Reports of American authors vary greatly. 
Flick studied 172 patients with abscess of the 
lung with foreign body and neoplasm excluded 
as a cause. In 121 instances, or 70 per cent, the 
abscess occurred postoperatively. Of these, the 
abscess in 97, or 56 per cent of the entire series, 
followed tonsillectomy. Of this number, the ab- 
scess in 88, or 51 per cent of all cases, occurred 
after the use of general anesthesia. Hedblom re- 
ported 692 cases of abscess of the lung. The ab- 
scess in 146 cases occurred postoperatively and 
in 47 cases, or 32 per cent, followed tonsillec- 
tomy. The Mayo Clinic reported 16,000 tonsil- 
lectomies performed with local anesthesia, and 
abscess of the lung occurred in two cases. I re- 
call clearly the high incidence of atelectasis and 
abscess of the lung following tonsillectomies and 
adenoidectomies when it was customary for two 
residents to perform the operation with the child 
in a sitting position. There is here a good argu- 
ment against performing tonsillectomies in adults 
under general anesthesia; however, in the litera- 
ture there are a number of reports of cases of 
massive atelectasis and abscess of the lung follow- 
ing tonsillectomy under local anesthesia. 

I am happy to report that in my small series 
of cases there was no incidence of atelectasis or 
abscess of the lung. 


Mortality 


One author stated: ‘The anatomical accessi- 
bility and doubtful physiological value of the 
palatine tonsil are responsible for the fact that 
tonsillectomy accounted for approximately one 
third of all operations carried out in the United 
States since 1924. Although tonsillectomy is a 
minor operation carried out on fit children, com- 
plications are apt to occur. And there can be no 
greater tragedy than the death of a healthy child 
as a result of a minor and possibly an unneces- 
sary operation. In Britain, according to the 
Registrar General’s figures, approximately 40 
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ceaths per year are attributable to this opera- 
ton.” Cummings reviewed 20,000 tonsillectomies 
aad adenoidectomies in a town of approximately 
1 0,000 population from the standpoint of mortal- 
ity and morbidity. In this series there were nine 
ceaths; four from hemorrhage, two at the time 
oi operation and two from postoperative bleed- 
ing; three from cardiac arrest; and two from the 
anesthetic. Incidentally, in this series there were 
seven instances of abscess of the lung. In the 
discussion of this paper, one of the discussers 
stated, “In my experience with tonsillectomies 
over the years, I have worked on probably more 
than twice as many cases as reported by the 
speaker, my own cases, all with open-drop ether 
and never had any trouble. I have not had a 
death or any sort of morbidity; maybe some oc- 
casional bleeding.” I am sure this discusser con- 
scientiously believes that he has performed 40,000 
tonsillectomies and adenoidectomies, as most all 
of us do at times; however, if he were to get pen- 
cil and paper out and start figuring, he would 
discover that this feat is almost an impossibility. 


Table 5.—Summary of Morbidity and Mortality 


Morbidity 
Hemorrhages — hospital records 42 = 3.65 % 
Hemorrhages — cards 49 = 4.26 % 
Hemorrhages requiring medical attention 28 = 2.43 % 


Atelectasis None 
Lung abscess None 
Retained nasopharyngeal pack 1 
Mortality None 
Conclusion 


A series of 1,150 consecutive tonsillectomies 
and adenoidectomies is reviewed from the stand- 
point of incidence of postoperative bleeding, pre- 
operative medication and anesthesia. 


Data for this study were obtained from hos- 
pital records, office records and questionnaires. 

The over-all incidence of postoperative bleed- 
ing in this series was 7.91 per cent. The incidence 
of postoperative bleeding requiring medical atten- 
tion was 3.1 per cent. 

Reference is made to the possibility of sta- 
tistical inaccuracies in studies of postoperative 
bleeding following tonsillectomies and adenoidec- 
tomies. 

The use of intubation for tonsillectomy and 
adenoidectomy anesthesia is discussed. 

Experience with rectal Pentotha] Sodium in 
385 cases in this series and in a total of 1,187 
collected cases is mentioned. 
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Comprehensive indications for tonsillectomy 
and adenoidectomy are listed and discussed. 
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Acute Perforation of Intestinal Reduplication 


ARTHUR R. NeEtson, M.D. 
JACKSONVILLE 


Intestinal reduplication is a medical rarity, 
which by virtue of the recent intensive interest in 
pediatric anomalies, has received increasing atten- 
tion. The occurrence of acute perforation in the 
reduplicated segment of intestine is even more 
unusual, there being six reported cases in the 
literature (table 1).1-6 

The complication of acute perforation in the 
reduplicated segment of bowel would appear to 
be primarily a pediatric surgical problem, but the 
case reported herein would indicate that the 
geriatric end of the chronologic spectrum also has 
its surgical surprises. Moore* reported an ileal 
reduplication in a 67 year old man, which pro- 
duced obstructive symptoms and was resected 
successfully. There was no sign of perforation in 
his case. 


Report of Case 


A 76 year old Negro man was admitted to the hospital 
on Feb. 2, 1956, with a complaint of progressive consti- 
pation of unknown duration. His senescence made history 
taking tedious and of questionable accuracy, but apparent- 
ly the patient had noted increasing constipation with 
gaseous distention for at least two or three months. On 
the day of admission he had suffered rather acute lower 
abdominal pain, nausea, vomiting, and rapid abdominal 
distention. There had been obstipation of two days’ 
duration prior to admission. There was no history of 
melena. 

The past history revealed exertional dyspnea with 
“asthma” attacks of 12 years’ duration. He had undergone 
left orchiectomy in 1945 at another hospital for unknown 
indication, A left-sided hemiparesis had occurred two years 
previously. 

Physical examination disclosed a temperature of 99 F., 
pulse rate 104, rate of respiration 20, and blood pressure 
135/75. The general appearance suggested advanced 
senility, but the sensorium was reasonably intact. Coarse 
rhonchi were audible over both lung fields, the chest 
being of emphysematous contour. The abdomen was 
diffusely distended with generalized tenderness and tym- 
pany. Minimal rebound tenderness was present in both 
lower quadrants. No abdominal masses could be felt. 
Bowel sounds were sparse and low-pitched. Rectal ex- 
amination gave negative results. Admission laboratory 
findings showed a normal hemogram, a white blood cell 
count of 8,000, electrolytes normal, and nonprotein 
nitrogen 88 mg. per hundred cubic centimeters. The urine 
was normal save for a trace of albumin. 

After negative sigmoidoscopy, an emergency barium 
enema was given, and roentgen examination showed only 
multiple diverticula; however, there were evidences of 
air-fluid levels in the small intestine, and the patient was 
prepared by the usual means for immediate operation. 
Upon abdominal exploration, a reduplication of the distal 
‘ileum was noted, with free perforation of the distal 
extremity of the reduplicated segment. The reduplicated 
segment lay in the distal 18 inches of ileum and measured 
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about 5 inches in length. It was intimately attached to 
the parent ileum throughout its proximal 3 inches, where 
although a seromuscular longitudinal ridge was visible, 
there seemed to be an intimate relationship between the 
muscular coats of the reduplication and the parent bowel. 
The vascular arcades extended across both parent and 
duplicated limbs of intestine. A tiny film of separate 
mesentery was attached from the tip of the reduplication 
to the antimesenteric border of the parent ileum, al- 
though the reduplication itself actually lay lateral to the 
parent bowel and not on its antimesenteric border. 

The acute perforation of the distal end of the redupli- 
cated segment was apparently the result of back pressure 
produced by an obstructing, apparently congenital, thick 
adhesive band which compressed the main channel of the 
ileum about 4 cm. beyond the site of reduplication. There 
was moderate soilage of the general peritoneal cavity 
with turbid intestinal content. The area of reduplication 
with its adjacent main channel of ileum was resected, and 
an end to end anastomosis completed, Postoperatively, 
the patient did well and was discharged ambulatory on 
February 16. Follow-up for the ensuing three months 
revealed no problems related to the digestive tract. 

Pathologic examination of the excised specimen showed 
a 20 cm. length of small bowel with attached mesentery. 
There was a reduplicated segment of intestine approxi- 
mately 8 cm. in length closely allied to the seromuscular 
layers of the main channel of ileum (fig. 1). The mucosa 
of the duplicated segment was continuous with that of 
the main length of small bowel, though there was a small 
ridge separating the two. In the distalmost portion of the 
secondary bowel projection was an area of acute per- 
foration. Microscopic examination showed acute and 
chronic inflammatory cells over the serosal surface with 
increased vascularity of the serosa. The epithelium was 
everywhere that of small bowel, no gastric mucosa or 
ectopic pancreatic mucosa being noted. In the reduplicated 
segment, at the site of perforation, several sections showed 
granulation tissue, edema, and chronic and acute inflam- 
matory cells with fibrin deposition. 


Discussion 


Perforation of an ileal reduplication has been 
reported in six patients ranging in age from five 
months to 16 years. Of these, four underwent 
successful resection with recovery. In five of the 
reported cases there was gastric mucosa within 
the reduplicated segment; in three cases the per- 
foration had taken place through areas of typical 
peptic ulceration. The present case in a man of 76 
years is, of course, difficult to explain in view of 
the late obstructive perforation in the presence of 
what appeared to be a congenital adhesive band. 
There was no evidence of peptic ulceration at the 
site of perforation, or of ectopic pancreatic mu- 
cosa, the lumen of the reduplicated segment being 
lined with otherwise normal smal] intestinal epi- 
thelium. The fact that the patient lived for so 
many decades without prior difficulty is a fasci- 
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Table 1.— Reported Cases of Acute Perforation in Reduplicated 
Segment of Intestine 
Author Site Treatment 

1. Edwards? Tleum Resection; recovery 
1929 (Peptic ulceration) 

2. Black and Benjamin* Tleum No surgery; death 
1936 (Peptic ulceration) 

3. Gross, Holcomb, Farber* Jejunum and ileum Resection; death 
1952 

4. Moore and Battersby‘ Tleum Resection; recovery 
1952 (Chronic perforation and peptic ulceration) 


5. Schein and Grundfest® 


Tleum and thorax 


Resection; recovery 


1957 (Gastric mucosa with peptic ulceration) 


6. Stagg and Lynn® 
1958 (Gastric mucosa) 


Ileum and thorax 


Resection ; recovery 





nating feature of asymptomatic congenital anom- 
alies, which, for reasons unknown, produce symp- 
toms late in life. This has been observed in a 
different type of anomalous gastrointestinal les- 
ion, where duodenal obstruction from the con- 
genital bands associated with malrotation of the 
colon and midgut volvulus did not appear until 
the age of 63 years.7 

The embryology of reduplications has been 
thoroughly discussed in previous papers on this 
subject by Bremer,® Ripstein,? Johnson,2® and 
Lewis and Thyng.11 It is not clear as to whether 
the mechanisms of formation of reduplicated seg- 
ments of bowel are related to the persistence of 
embryologic diverticula,!1 or to a coalescence of 
intraepithelial vacuoles which persisted after the 
solid phase of bowel formation.*-1° It is possible 
that the spherical duplications, frequently classi- 
fied as mesenteric cysts or enteric cysts, are of 
different embryologic origin than the more com- 
mon tubular reduplications. It would seem un- 
likely that all intestinal reduplications arise from 
the same types of embryologic misfiring, in view 
of the wide variation in their location within the 
gastrointestinal tract, and a similar wide variation 
in their resultant form. Reduplications of intesti- 
nal segments occur most frequently in the 
ileum,3:12 but have been reported from the tongue 
to the rectum, and run the gamut from simple 
cyst formation, smooth muscle unepithelialized 
spherical masses, and gastric mucosal] line intra- 
thoracic cysts to the present less dramatic variety 
of tubular reduplication.?+4-12 

From a surgical pathologic standpoint, it 
would appear from the small reported experience 
that gastric heterotopia with ulceration is a fre- 
quent cause of perforation, but other cases are 
essentially unexplained. The present case very 
likely represents simple perforation in a congeni- 
tally defective area, secondary to complete in- 


testinal obstruction and the pressure effects there- 
of. Other symptomatic reduplications have clini- 
cally presented as the leading point of an intussus- 
ception, with intestinal] hemorrhage, or by pro- 
ducing obstructive compression of the mated limb 
of bowel. Occasionally the reduplications appear 
as a palpable mass without other symptoms. 

Treatment should include resection of the two 
limbs of bowel, as circulatory and muscular con- 
tinuity, either partia] or complete, is the rule in 
this abnormality. 

Summary 
An unusual case of perforation of an ileal re- 


duplication in late adulthood is reported. Success- 
ful resection was carried out. 
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Fig. 1.— Gross specimen of intestinal reduplication 
showing point of perforation in the secondary lumen 
and area of stricture in the parent lumen, where con- 
genital band had produced obstruction. The probe lies 
in the main lumen. 
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Werner’s Syndrome 
Report of Case With Unusual Complication 


ALEXANDER S. RoceErs, M.D. 
HOLLYWOOD 


It was in 1904 that Werner?! described the oc- 
currence of cataracts and scleroderma in four sib- 
lings. Oppenheimer and Kugel? reported the first 
two cases in American literature in 1934 and list- 
ed the manifestations of what they called Werner’s 
syndrome. Subsequently, Thannhauser? reviewed 
22 cases plus four of his own in 1945, and 
Maeder* reviewed the literature and collected 47 
cases in 1949. More recently, Irwin and Ward® 
set the total number of reported cases at 57. Six 
more cases have been added,®-15 bringing the 
total to 63. 

Manifestations of Werner’s syndrome include: 

I. Characteristic Habitus and Stature 
A. Short’ stature beginning with 
adolescence 
B. Slender extremities with a stocky 
trunk 
C. Beak-shaped nose 
II. Premature Senility 
A. Premature gray hair 
B. Premature baldness 
C. Atrophic skin 
D. Weak and high-pitched voice 
E. Juvenile cataracts 
III. Scleroderma-like Changes 
A. Atrophic skin and subcutaneous 
tissue, rather than skin with 
marked increase in collagenous 
tissue typical of true scleroderma 
. Circumscribed hyperkeratoses 
. Skin tight over bones of feet 
. Ulcers over malleoli of ankles, 
Achilles tendon, heels and toes 


San 


IV. Other Manifestations 
A. Tendency to diabetes mellitus 
B. Hypogonadism 
C. Osteoporosis 
D. Localized calcification 
E. Tendency to occur in siblings 


Report of Case 


A 42 year old white married woman was admitted to 
the hospital on April 19, 1957, because of progressive 
abdominal enlargement and an ulcer of the heel. When 
she was 18 years of age, her hair had begun to turn gray. 
She married several years later and at the age of 25 bore 
a son. Within one week after this event, contractures of 
the toes were noted. The right great toe was pulled up- 
ward and outward, and the remainder became hammer 
toes. Some months later, ulcers developed on the legs and 
feet. At this time, a cataract was seen in the right eye. 
Within six months, severe muscle wasting with atrophy 
of the subcutaneous tissues became apparent. The family 
noticed that her voice had become thin and scratchy. A 
diagnosis of scleroderma was made at this time. She was 
hospitalized several times over the next four years for 
skin grafts to the leg and heels. It was on one of the hos- 
pitalizations that the diagnosis of Werner’s syndrome was 
made. She later came under the care of Dr. B. S. Op- 
penheimer,2 who had reported the first case in the Ameri- 
can literature. 

Six years ago, polydipsia, polyuria, and nocturia de- 
veloped. On further investigation, a diagnosis of diabetes 
mellitus was made, and she was given a limited diet with 
20 units of NPH insulin daily. On this regimen, however, 
the patient suffered frequent severe hypoglycemic reac- 
tions, and the insulin was discontinued. She was main- 
tained on a diabetic diet for the next 18 months. New 
ulcers on the heels and Achilles area then developed 
which became difficult to handle. Insulin was therefore 
again administered. Her weight at that time was 110 
pounds. A bone survey revealed extensive demineraliza- 
tion of all bones. A roentgenogram of the chest and an 
esophagram were normal. 

In October 1955, a cataract was removed from the 
right eye, and in December of the same year, a cataract 
was removed from the left eye. She recovered from these 
procedures with little difficulty. Shortly thereafter, she 
moved to Florida. Her over-all condition remained essen- 
tially unchanged for the next six months. She still re- 
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qui 2d 20 units of insulin with a dietary intake of 2,500 
calc ‘ies. One month prior to hospitalization, she began 
to omplain of progressive abdominal enlargement, pain 
in .he right upper quadrant of the abdomen, weakness 
anc anorexia. Over the next few weeks, she became al- 
mo ‘ bedridden. 

‘amily History.—The patient was the third of five 
chil-iren. All of the sisters grayed at an early age. None 
ma:ifested the signs of Werner’s syndrome. The mother 
anc. father were first cousins. The patient’s son, now 16 
yeais old, was well developed and showed no signs of the 
dise.se. 

Physical Examination—On admission, examination re- 
vealed a thin, small white female who appeared chroni- 
cally ill, but who was alert, cooperative and well oriented. 
Her weight was 86 pounds, and her height measured 58 
inches. The hair was sparse and completely gray. The 


= 
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' ears appeared large and protruding; the nose was beak- 


shaped. Ocular examination revealed a bilateral arcus 
senilis, irregular pupils reacting poorly to light and ac- 
commodation, and small hemorrhages bilaterally in the 
fundi. The tongue was smooth and the mouth eden- 
tulous with plates. The thyroid gland was not enlarged 
to palpation. The heart sounds were of good quality; 
the blood pressure was 1C0 systolic and 52 diastolic; and 
there was a grade II apical systolic murmur, without 
radiation. Fine basilar rales were noted over both lungs, 
without dullness to percussion. 

On examination of the abdomen, the liver was pal- 
pable five fingerbreadths below the right costal margin 
and slightly tender to palpation. The edge was firm and 
irregular. A pelvic examination was unrevealing. All four 
extremities showed extreme wasting of muscles and sub- 
cutaneous tissue. The skin was thin, dry, and inelastic. 
There was a deep ulcer of the right heel with some puru- 
lent drainage. A severe contracture of the right great toe 
was present with the toe turned so as to overlap the 
second and third toes. No enlarged lymphatic nodes were 
found. The neurologic examination gave normal results. 
The hemoglobin estimation on admission was 9.2 Gm., 
the red blood cell count 3.5 million and the white blood 
cell count 10,900, with a normal differential study. 
The urine showed 4 plus sugar, a trace of albumin, 1 to 
2 hyaline casts, and 4 to 7 white blood cells per high 
power field. A fasting blood sugar determination was 
188 mg. per hundred cubic centimeters. Following a 
transfusion, the hemoglobin level rose to 11 Gm. 

The hospital course was progressively downhill. Dur- 
ing the first weeks of hospitalization, the diabetes was 
rather difficult to control. Ten days after the patient was 
admitted ascites developed, which necessitated several 
paracenteses. Each time, about 8,000 cc. was removed. 
This fluid was amber, clear and not bloody. Two Papanic- 
olaou smears were negative. She continued to complain 
of pain in the right upper quadrant of the abdomen 
throughout her hospitalization. Liver biopsy was pro- 
posed, but because of her poor condition, it was not 
performed. She died on Oct. 13, 1957. 

Postmortem Examination.—The body was that of a 
severely cachectic white woman of 42 years. The body 
looked much older than the given age. The heart weighed 
320 Gm.; there was moderate corofary arteriosclerosis 
without obstruction of any of the vessels. Microscopic 
examination showed modest myocardial fibrosis. The 
liver weighed 3,800 Gm.; it was riddled with tumor 
tissue; the extrahepatic biliary system was patent. ‘Micro- 
scopically, the parenchyma was not remarkable; the strik- 
ing finding was the presence of an adenocarcinoma which 
had arisen from the radicals of the hepatic ducts. 

The right adrenal gland measured 3 by 2.5 by 1 cc. 


and weighed 61 Gm.; the left adrenal gland weighed 96. 


Gm. and measured 4 by 4 by 3 cc. Both showed cortical 
adenomas and both were invaded by tumor. In the left 
adrenal gland, the tumor was pleomorphic; some portions 
of it were so anaplastic as not to resemble the primary 
adenocarcinoma. The pituitary body was atrophic; the 
surviving cells were eosinophils. The thyroid gland was 
atrophic; the acini were lined with flattened cells, and 
the colloid was scanty. The pancreas showed arteriolo- 
sclerosis, fine fibrosis, and nonhyalinized islets. There 
were numerous foci of adenocarcinomatous metastases. 
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The brain was exceedingly small; it weighed 950 Gm. 
There was a tumor mass 2.5 cm. in diameter lying in the 
superior longitudinal fissure and extending laterally into 
the frontal lobes. Microscopically, this was a meningioma. 
The spinal cord showed some atrophy of the anterior and 
lateral cerebrospinal tracts. 

The horny layer of the skin was hypertrophied and 
hyperkeratotic. The dermis showed marked degeneration 
of the collagen. The dermal appendages were surrounded 
with hyalinized connective tissue. This did not have the 
appearance of scleroderma, but appeared to be an involu- 
tional atrophy due to arteriolosclerosis. 


Comment 


Werner’s disease is a recessive hereditary dis- 
order tending to occur collaterally in the same 
generation. The involvement of the skin and 
lenses suggests that it is due to a disorder of the 
genes affecting the ectodermal layer, but organs 
from other layers may be involved. The pituitary 
body, being ectodermal in origin, is frequently in- 
volved, and there is often pluriglandular involve- 
ment. 

The patient in the case reported fulfilled many 
of the criteria necessary for a diagnosis. She was 
of short stature, with premature gray and sparse 
hair; she had cataracts, atrophic skin, a weak 
high-pitched voice, ulcers over the malleoli and 
Achilles areas, diabetes mellitus, osteoporosis, and 
hypogonadism. 

Many of the patients with this condition die 
of malignant disease. Of three cases coming to 
autopsy in Oppenheimer’s series, in one the pa- 
tient died of primary cancer of the liver, and in 
the second case of fibrosarcoma of the radius. 
In another series at Montefiore Hospital, of four 
cases studied, in three the patient died of malig- 
nant disease involving different tissues. 

The treatment of Werner’s syndrome is symp- 
tomatic. If diabetes is present, it should be man- 
aged in the appropriate manner, although in 
many of the patients it is difficult to control. Ex- 
cision of the cataracts which develop is indicated. 
Therapy of the ulcers when of the skin of the 
extremities is often most difficult. Thannhauser? 
believed that skin grafting is helpful. In this 
patient, the grafts once established did not break 
down. Sympathectomy as reported by Boat- 
wright! was not successful. Irwin and Ward®5 
tried testosterone in one case over a long period of 
time, but this therapy resulted in no improvement 
whatever. 

Summary 

A case of Werner’s syndrome with the autopsy 
findings is presented. The cause of death was a 
primary adenocarcinoma of the hepatic ducts. 
The clinical features of Werner’s syndrome are 
outlined. 
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The Care of the Dying Patient 


Louis ALPER, M.D. 
SOUTH MIAMI 


Although the physician is primarily concerned 
with the assistance he can give to the individual 
as he enters this world and with the methods 
available to keep him here as long as possible, he 
must not forget, since death is inevitable, that it 
is also his duty to care for the individual as he 
leaves this world. That this function of the physi- 
cian is perhaps being neglected is voiced by Wor- 
cester! in his book, “The Care of the Aged, the 
Dying, and the Dead,” in which he stated, “Dur- 
ing the past half century, as we all know, there 
has been vast improvement in mid-wifery. But 
instead of any progress in the art of caring for 
the dying, medical practice seems to have deteri- 
orated.” 

The care of the dying patient presents a 
complex situation in which the physician must 
coordinate the activities of a team which may in- 
clude other physicians, nurses, clergy, family, 
friends and social workers in order to give the pa- 
tient the best possible care psychologically and 
physically. From the psychologic point of view, 
he must try to evaluate the patient’s attitude to- 
ward his dying since, as Sutherland? stated in 
discussing the psychologic impact of cancer, “Few 
patients wish to know that they are going to die, 
yet the steady deterioration of their physical 
status makes it necessary for them to handle the 
evidence of their own mortality.” 

Since the stages in the development of man, as 
recapitulated in the growth of the individual, do 
not supplant each other but exist side by side, the 
individual’s attitude toward death will be a com- 
posite of the influences of magic, faith and science. 


In the stage of magic, death is not considered 
as the termination of life, but as one of the states 
in which the soul leaves the body. Frazer? in 
“The Golden Bough” related the following: “Thus 
a man of the Wururgen tribe in Australia lay at 
his last gasp because his spirit had departed from 
him. A medicine man went in pursuit and caught 
the spirit by the middle just as it was about to 
plunge into the sunset glow, which is the light 
cast by the souls of the dead as they pass in and 
out of the underworld, where the sun goes to rest. 
Having captured the vagrant spirit, the doctor 
brought it back under his oposum rug, laid him- 
self down on the dying man, and put the soul back 
into him, so that after a time, he revived.” 

In the stage of faith, death is considered not 
as an end of life but as a passage to a more desir- 
able form of existence. Ballou* in his anthology, 
“The World Bible,” quoted from the Pahlavi 
Texts of the Zoroastrian Scriptures: “How are 
the nature of heaven and the comfort and pleasure 
which are in heaven? The reply is this, that it is 
lofty, exalted and supreme, most brilliant, most 
fragrant, most supplied with beautiful existences, 
most desirable and most good and the place and 
abode of the sacred beings. And in it are all com- 
fort, pleasure, joy, happiness and welfare, more 
and better even than the greatest and supremest 
welfare and pleasure in the world; and there is no 
want, pain, distress or discomfort whatever in it.” 

In the stage of science, when the idea of im- 
mortality is no longer a matter of faith but only 
a matter of philosophic speculation, death be- 
comes a terminal event represented by one of the 
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Fetes, Atropos, who carries the shears that cut 
th thread of life. 

This was the dominant concept of death in 
western civilization until recently when the ideas 
of Heidegger, a metaphysician, Ehrenberg, a 
biclogist, and Freud, a psychologist, conceived 
de:th not as a sudden accidental event at the end 
of life but as a force which operates continuously 
throughout the life of the individual. 

In the final revision of his theory on instincts 
of life, Freud postulated instincts which have as 
their aim the establishment and preservation of 
greater unities and death instincts which have as 
their aim the reduction of living things to the 
inorganic state from which they originally arose. 
Biologically, the same concepts were expressed in 
the theories of anabolism and catabolism. 

This changing concept of death may eventually 
lead to a change in the principle, current in 
modern life, of keeping the dying patient in 
ignorance of his state. Eissler> expressed this idea 
in his concept of orthothanasia—dying in a man- 
ner adequate to the reality of death. In his book, 
“The Psychiatrist and the Dying Patient,” he 
stated: “Orthothanasia will try to prevent the 
individual from entering the event in a state of 
illusions, whether the latter be the result of histori- 
cal tradition or individual aquisition. Man has so 
often bravely faced the truth, and the truth about 
death might be the most difficult to bear. Yet 
truth, bitter as it is, may enlarge man’s self—as it 
has so often done in the past—and man having 
shed one more denial, may enjoy the state of en- 
larged inner freedom despite the recognition of 
how merciless that reality is of which he is a part.” 

Psychologic Aspects 

Psychologically, the physician will give the 
patient the greatest possible help by reinforcing 
the patient’s attempt to handle the problem of his 
dying at the level of all three stages in develop- 
ment. Thus, at the stage of magic where the ego 
boundaries are minimal, the patient becomes one 
with the physician and with the world. At the 
stage of faith, the patient regards the physician, 
as he does the clergy, as a representative of a 
better world with whose help he will enter when 
he leaves this one. At the stage of science, the 
patient regards the physician as a friend with 
whom he can share this final experience in his 
life as that particular individual. 

An excellent example of the appreciation of the 
psychologic factors in the art of caring for the dy- 
ing is given by Cushing® in his “Life of Sir Wil- 
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liam Osler,” in which a mother describes Osler’s 
care of her dying child: 

“He visited our little Janet twice every day 
from the middle of October unti] her death a 
month later, and these visits she looked forward 
to with pathetic eagerness and joy . . . Instantly 
the sick room was turned into a fairyland, and in 
fairy language he would talk about the flowers, 
the birds, and the dolls. In the course of this he 
would manage to find out all he wanted to know 
about the little patient. 


“The most exquisite moment came one cold, 
raw November morning, when the end was near, 
and he brought out from his pocket a beautiful 
red rose, carefully wrapped in paper, and told 
how he had watched this last rose of summer 
growing in his garden and how the rose called out 
to him as he passed by, that she wished to go along 
with him to see his “little lassie.” That evening we 
all had a fairy tea party, at a tiny table by the 
bed, Sir William talking to the rose, his little 
lassie and her mother in a most exquisite way . . . 
and the little girl understood that neither fairies 
nor people could always have the color of a red 
rose in their cheeks, or stay as long as they want- 
ed to in one place, but that they nevertheless 
would be happy in another home and must not 
let the people they left behind, particularly their 
parents, feel badly about it; and the little girl 
understood and was not unhappy.” 


Physical Aspects 


The physician must concern himself not only 
with the psychologic needs but also with the 
physical needs of the dying patient. The control of 
pain is an important part of the treatment plan of 
the patient approaching death. If death is expected 
in a relatively short time, the judicious use of 
sedatives and narcotics will usually be all that is 
necessary. For those patients, however, in whom 
the terminal phase may be prolonged, the use of 
various surgical procedures such as decompression 
of obstructed hollow organs and neurosurgical pro- 
cedures such as chordotomy should also be con- 
sidered.7 


In addition to the control of pain, various 
measures can be instituted to decrease the dis- 
comfort of the patient. If the patient can swallow, 
small amounts of water or water mixed with wine 
can be given. If choking occurs even with small 
amounts of water, a gauze wicking with one end 
in the patient’s mouth and the other in a glass of 
ice water can be used. 
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Dryness of the mouth due to lack of saliva 
can be relieved by applying Vaseline to the tongue 
and by putting bits of ice enmeshed in gauze strips 
between the gums and the cheek. Excessive 
amounts of fluid in the mouth can be relieved by 
the careful use of suction and if suction is not 
available, by the use of gauze wicking. 


Stertorous breathing can be alleviated by turn- 
ing the patient on his side. If respiration becomes 
labored, greater freedom for the chest movements 
can be obtained by sitting the patient up and 
letting the shoulders fall backward. 


Distention of the bladder which would tend to 
make the patient restless should not be overlooked. 
In cases in which incontinence is present, an in- 
dwelling catheter should be used. 
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The room should be well lighted, and since the 
dying patient usually complains of feeling too hot, 
enough ventilation should be provided. 

The physician having given to the best of his 
ability all the psychologic and physical help pos- 
sible in the terminal phase will have performed the 
final duty as a physician caring for his patient. 
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Who Is Minding the Store? 


Rorert J. Neepies, M.D. 
ST. PETERSBURG 


“Public affairs are not steadily and quietly conducted 
when the Government is nothing but a continued scuffle 
between the magistrate and the multitude; in which 
sometimes the one and sometimes the other is uppermost ; 
in which they alternately yield and prevail, in a series 
of contemptible victories and scandalous submissions. 
The temper of the people among whom we reside ought 
therefore to be our first study. Knowledge of this temper 
is by no means impossible for us to attain, if we have 
not an interest in being ignorant of what it is our duty 
to learn.’ Edmund Burke, “Thoughts on Public Dis- 


contents.” 

Last spring our Board of Governors considered 
how best to regard unreasonable public comments 
concerning our profession. The year now coming 
to an end has offered some time for contemplation, 
and I presume to remind them, and also the rest 
of us, that those storms of criticism show no sign 
of making apologetic departure. New examples 
come regularly. They permit us no longer to 
slumber, rather hoping that someone, anyone but 
ourselves, will explain to others those virtues of 
which we seem so confident. 


Inverting the Image of Medicine 


Last week, at a meeting of some dozens of 
leading citizens of this community, the chairman 
asked: “Can anyone here suggest a method of 
attracting the medical profession, of inducing our 
doctors to lend their strength to something other 
than the padding of their own bank accounts?” 


- Read before the Pinellas County Medical Society, St. Peters- 
burg, April 6, 1959. 


A few days later a Tampa lawyer attacked the 
medical witnesses who had testified against his 
client. He remarked: “You usually have to send 
the bailiff to get physicians to testify, but in this 
case they were out to get my client. . . . Doctors 
have become the most arrogant people in this 
country, but to wreck (my client) they were 
willing to sacrifice thousand dollar bills they make 
every day.” 

Now, you may find this comical. You may 
believe that this single half-truth is not worthy of 
rebuttal. But the items accumulate, and who 
speaks for us? 

An editorial, locally published, said: “Let’s 
take the price tag off pain.” 

A Supreme Court Justice said that in his 
profession, and ours, there are those who “pursue 
their callings too narrowly, stick too confinedly in 
a narrow group, and live within their profession 
too exclusively.” 

An editorial in a conservative New Hampshire 
paper asked: “Who is supposed to govern these 
men, the doctors, who are supposed to donate 
their life for saving lives? The answer to it is: 
their consciences, but in these days, in our land, 
the voice of conscience has grown very dim.” 

A news story from New York State told of a 
man, “distraught ... over mounting medical 
bills,” who killed his wife and attempted suicide. 
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The Wall Street Journal tells us that more 
in twelve and one-half million people will be 
vered by the proposed revision of Social Secu- 
ri y involving medical care. Lobbyists for unions 
are giving top priority to this and other welfare 
bi ls. A key House Democrat predicts that if the 
Congress starts moving in on Social Security any 
tiiae during the next two years, it will be impos- 
sible to keep the Forand Bill out of consideration. 

A letter in the New England Journal of 
Medicine, written by a former British physician, 
warns us: “Either be prepared to take on leader- 
ship, or be prepared to be swallowed up by the 
inexorable and all-consuming fire of the Welfare 
State.” To this observer we seem to be doing 
little to defend our ramparts, which are crumbling 
before our eyes, offering little or nothing in the 
way of real, vital leadership. We forget that our 
licenses are granted by secular law, and may be 
regulated by a modification of that law, whenever 
the majority of the people decide, or are per- 
suaded to modify it. 

A medical director of a major life insurance 
company tells of his experiences with major 
hospital insurance: 

1. A patient whose annual income was $2,500 

was charged $2,500 for a lung operation. 

2. A patient whose annual income was $2,500 
was charged $1,500 for a stomach opera- 
tion. 

3. A woman whose husband makes $6,000 a 
year was charged $1,200 for a minor 
gynecologic operation. 

4. A patient whose annual income was $4,000 
was charged $1,000 for a minor bone 
operation. 

5. A common laborer was sent a surgeon’s 
bill for $2,500 for amputation and treat- 
ment of a fracture. 

These data come from Blue Shield: 

1. A subscriber who had: received routine 
notification of payment wrote: “I am glad 
you payed my doctor $150, but he did 
not take out my appendix. He removed a 
smal] wart from my neck.” 

2. Another wrote: “People obviously don’t 
know how to keep records. My doctor 
didn’t treat me eleven times last month. He 
saw me only once.” 

3. “Careful probing of the thousands of such 
replies has shown ... most often . 
atrocious over-charges . . . fictitious ser- 
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visits . . . wholesale chiseling by charging 
for imaginary x-ray and laboratory tests.” 

A story in The Saturday Evening Post not 
long ago said that 14 per cent of insured patients, 
but only 9 per cent of uninsured patients, go to 
hospitals each year. While in the hospitals, 9 
per cent of the insured patients, but only 5 per 
cent of the uninsured patients, had operations. 
The rate for appendicitis operations was 11 per 
thousand for insured patients, but only five per 
thousand for uninsured patients. 

The Michigan State Medical Society surveyed 
12,000 consecutive hospital admissions. It 
found a total of 76,000 hospital days, and of these 
11,000 were considered to be unnecessary. Four- 
teen per cent of the patients paying their own 
bills were found to have come to the hospital 
unnecessarily, or to have stayed unnecessarily 
long. For these same unnecessary or prolonged 
stays, 30 per cent were attributable to patients 
with commercial hospital insurance, and 36 per 
cent to patients with Blue Cross insurance. 

A reporter wrote, within the past year: “Most 
doctors are undercover politicians, jockey for posi- 
tion . . . fear each other . . . general practitioners 
are egotists who feel they know more about-law 
than the lawyers, more about writing than the 
authors, and more about emotional problems than 
a psychiatrist. Doctors are among the most adroit 
income tax dodgers. Much of their business, in 
common with headwaiters and cab drivers, is in 
cash, and I have never met a doctor who over- 
estimated his income.” 

A reporter wrote: “I am not opposed to the 
average doctor . . . I am opposed to the doctors 
who pretend to be on a sacred mission in life while 
gouging the poor for all the traffic will bear.” 

An editor comments: “. . . certain physicians 
habitually over-charge patients with health in- 
surance . . . some doctors perform unnecessary 
operations.” 

A novelist, having spent much time in hospi- 
tals, said: ‘Too many Americans are operated 
on needlessly because of the fees involved. I be- 
lieve that the patient with $100,000 has ten times 
as much chance of being operated on as the pa- 
tient with $10,000.” 

A locally resident retired physician is quoted 
as saying: “Many of our older citizens haven’t 
enough to live on today. Heaven help them if they 
become ill and have to pay medica] expenses. 
Something like the Forand Bill is needed.” 

A local hospital administrator is quoted as 
saying: “I think its objectives (the Forand Bill) 














442 


are fine. I am not so certain about the methods. 
But someone must do something. Organized medi- 
cine doesn’t seem to have the answer.” 


Professional Reaction 


Now these quotations require little comment, 
but they do lead us to think. If we believe that 
no one is after us, that everyone is as pleased 
with us as we are with ourselves, if we allow this 
pyramiding of innuendo on isolated fragments of 
truth to go on, we may confidently expect to end 
where all feeble overconfident gentlemen end: in 
the ash can. 

We have as yet made no decision as to who 
should speak for us. If we have, they are speak- 
ing in a very low voice. One of us will, on occa- 
sion, write a letter to the paper. In some such 
instances that letter will invite a reply from an- 
other doctor, who finds some minute difference of 
opinion in the ideas of the first letter. This is a 
madness, my friends, when we not only fail to 
support our own cause, but debate in public with 
other doctors, who are perhaps no less honorable 
than ourselves. 

One would have supposed that we might, be- 
fore now, have been disposed to think of our 
problems. There is little evidence that we care to 
think. We participated in a medical forum for 
several years. We gave it up, for reasons not 
clear. Were we lazy, or jealous, or selfish? Was 
it because we hated one single citizen more than 
we love our profession? Did any come forward, 
from our own membership, to offer alternate spon- 
sorship? When shall we have another such oppor- 
tunity to present our ideas, not all of them mean, 
to that public which reads these statements that 
I have read to you? 

We have no speakers’ bureau to which local 
groups could turn for help. It is not necessary 
that we sponsor free clinics at Williams Park. We 
do not need to entertain the people, nor do we 
need to cringe before them. The truth is that we 
have made no real effort to present our ideas to 
the public, which is being daily indoctrinated by 
those who dislike us, hate us, or find us merely 
stupid, fatuous, and good bait for any demagogue. 

It is a fact that there are over 300 doctors in 
this community. It is a fact that scarcely more 
than a baker’s dozen have been identified with 
anything which could be regarded as public s rv- 
ice. If we are said to be greedy, or rich, neve: o 
call, and interested in nothing but getting rich of’ 
people who are in fact impoverished by those 
who plan our future, who is to blame? Could t 
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be that we, indeed, are to blame for not troubling 
to dispute their unrealistic nonsense? 

A doctor was once looked upon as a beloved 
citizen. If you are under 40 years of age, you will 
need to accept my word for this, for you have had 
little evidence of such affection of late. Those 
older doctors did not know much; they could 
cure few diseases. Is it not odd, that, knowing 
so little, curing so few, they earned that affection 
for us which we squander by sheer neglect? 
What are we doing of which we can be proud? 
Are miracles, magic, all that we find necessary? 
About us are suspicion, accusation, and a beady- 
eyed populace which finds increasing mirth in 
comedians’ jokes about the riches of the medical 
profession. What we may see, if only we will take 
the trouble to look, is the inversion of the image 
of medicine. 

In our time doctors have lost respect and gain- 
ed dislike. When an editor, a reporter, a politi- 
cian, a comedian, a neighbor or a bureaucrat— 
when these gentlemen now mention the doctor or 
the practice of medicine, they know exactly what 
they are doing. They are calling up, in the minds 
of their listener or their viewers, a new image of 
the doctor. It is not that image which we are 
pleased to believe is our present image. 

News and propaganda must interest us. The 
world’s reporters and press services cannot de- 
liver one millionth of the news of the world. They 
have newsmen in key places—the city hall and 
other political headquarters. They watch the 
police and hospital areas, the ports, the ships at 
sea, the planes and trains. Most of what happens 
is never recorded, anywhere. What these men 
look for is the explosive incident, the overt act, 
the unusual, savage, careless or reckless. With 
such an incident they have their start, and the 
background will include whatever is fashionable 
in the area involved. It was Aeschylus who said 
that men kick most those who are enfeebled. The 
image of medicine having been inverted into 
comedy or hate or disdain, stories about doctors 
in the press and jokes about them tend increas- 
ingly to be at the expense of our equanimity. 


Role of Public Relations 


This fact of the presentation of news is the 
reason for public relations representatives. These 
men know that the workaday world of their affec- 
tion is not remarkable. They study to find things 
which are both good and praiseworthy, and also 
remarkable. These are presented for the consider- 
ation of the press, and they frequently make good 
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copy for the newspapers. These public relations 
1en are also quick to offer countermeasures when 

: seems that an overt incident has put their em- 
-loyers in a bad light. They need skill, under- 

tanding, and great delicacy of method. No club 
and no hatchet will do here. These men are work- 
ing to preserve an image, or to produce a better 
one. The great mass of men do not think except 
n images. When one mentions a name or phrase, 
that word or words will call up the image which 
the hearer has come to identify with that lan- 
guage. But images can be changed. 

A group of men, a nation, or a profession can 
sink, in one short generation, from a position of 
affection and respect, the image of understanding 
and confidence, into utter rejection. Some of us 
remember a time when a banker was looked upon 
as a man of substance. A school teacher was not 
always the object of a degrading and public pity, 
being instead respected and admired. An honest 
mechanic, in the years of our ancient youth, held 
no shame for himself nor hatred for others. And 
our forefathers in medicine had created an image 
of the doctor which was not comical, nor ridicu- 
lous, but was regarded with understanding and 
confidence. 

- “T quarrel not with far off foes,” said Thoreau, 
“but with those who, near at home, cooperate 
with and do the bidding of those far away.” And 
those far away number a good many speculative 
tyrants who plan our lives, and who, without our 
cooperation, would be harmless. Must we squat, 
like timid pygmies, while windy frauds trample 
our manners, our morals, and our sacred respon- 
sibilities into common, defecated rationality? He 
is a poor advocate of anything but surrender who 
now remains indifferent, silent or acquiescent. 
Enemies of his father, and also his children, stalk 
the earth. And if we regard ourselves as being 
either beyond hope, or above protest, we might 
remember our parents, who would despise our 
dainty aloofness. Will our children, in those years 


to come, look back on us only with contempt, 
because we held neutral membership in a gener- 
ation of plump, complaisant and sleepy cowards? 
Will they not curse our blindness and our partici- 
pation, by retreat, in their own serfdom? 


Time for Action 


I suggest this: let us no longer. idle here. It 
is a time for action. I suggest an annual assess- 
ment, from each of us, of not less than $100, 
better $200. This fund should be used to protect 
our profession by public and authentic truth, 
administered by those who know how and who 
will present the case for our profession—for this 
we need the support of every member of this 
society. It is possible, even now, to discourage 
our determined assailants, before they poison the 
minds of those who might be disposed to remain 
friendly, but only if we appear to be their friends. 

Most Americans still believe in us, as individ- 
ual physicians. Those doctors known to them 
seem, at present, to escape that suspicion which is 
freely mentioned concerning the entire medical 
profession. Today it is doctors as a lump who 
are under attack. But each of us suffers when our 
calling is subjected to generalized criticism. 
Should mass coercion of medical men, now sug- 
gested, finally be accomplished, no one of us will 
be spared. 

These specimens of growing discontent with 
the medical profession can only be ignored if we 
care not to exert ourselves. As individuals we 
are weak, made careless because we excuse our- 
selves from charges leveled at an anonymous and 
unrealistic concept of medicine. But we are each 
being soiled, bit by bit, and when the image of 
our profession has been inverted, it will be too 
late. Propaganda is most effective when it is not 
exposed. Doctors, as a profession, are well able 
to defend themselves. The question is: will we 
trouble to attend? 


615 Eleventh Street, North. 
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Trend in Glaucoma Detection in Florida 


Harry E. SIMMONS 
TAMPA 


The Florida Council for the Blind, with the 
guidance of its Eye Medical Advisory Committee 
and 98 members of a Panel of Ophthalmologists, 
maintains a vital interest in al] efforts to detect 
glaucoma and follow-up care and treatment. The 
ophthalmologists in Florida have been impressed 
by the many national efforts to organize and 
carry out mass screening for glaucoma in the last 
few years. They have been impressed by the posi- 
tion taken by the National Society for the Pre- 
vention of Blindness in sponsoring glaucoma 
detection and contro] programs on a mass basis 
and on a controlled, continuous basis. The Amer- 
ican Medical Association and the American Board 
of Ophthalmology have publicized experiences to 
date in holding glaucoma detection programs as 
well as utilizing the services of general practi- 
tioners in everyday diagnostic routine as part of 
the general physical examination. 


Nationa] interest in activities in the field of 
glaucoma detection has begun to bear fruit in the 
State of Florida. Evidence of this was demon- 
strated last year when the Florida Lions Founda- 
tion for the Blind accepted as its first project the 
establishment of a glaucoma detection program. 
Dissemination of information by the 276 Lions 
Clubs throughout the state concerning the insidi- 
ousness of glaucoma and the importance for early 
detection has been most effective. In 1958 the 
National Society for the Prevention of Blindness 
established a Florida Committee and supported 
its venture by underwriting the expense of a secre- 
tary on a part time basis. This Florida Commit- 
tee has successfully established local committees, 
under guidance of ophthalmologists, in major 
cities of this state. The Eye Medical Advisory 
Committee of this State Agency has endorsed 
these activities and has established a special com- 
mittee on glaucoma detection on a continuous 
basis. The Florida State Board of Health, 
through its many county health units, has demon- 
strated a responsibility in this health menace and 
has cooperated fully in the three major phases 


Executive Director, Florida Council for the Blind. 

Annual Report of the Florida Council for the Blind to the 
Florida Society of Ophthalmologists and Otolaryngologists, 
Annual Meeting, Bal Harbour, Miami Beach, May 3, 1959. 


of public education, early diagnostic detection and 
efforts to insure follow-up care and treatment. 

Particular note has been made concerning the 
national,.emphasis placed’ upon case finding and 
upon one day mass screening programs. The State 
Agency, Florida:€ouncil for the Blind, its Eye 
Medical Advisory Committee and 98 Panel 
ophthalmologists are aware of the backlog of 
medically indigent in need of eye care and the 
fact that 49 counties in this state do not have 
ophthalmologists or medical centers. For these 
reasons they advocate that early efforts be direct- 
ed toward glaucoma control on a small scale 
basis. Such early detection and treatment pro- 
grams should indicate the proportion of the popu- 
lation reporting to such detection programs that 
is not medically indigent and capable of meeting 
the cost of follow-up eye care. It should also 
reveal that proportion of the medically indigent 
who will need to utilize the resources of the com- 
munity. Such early experiments in glaucoma 
control will also help in the selection of technics, 
tools and equipment most applicable to the needs 
of Florida. 

Evidence of a decision to carry on glaucoma 
control activities is noted in Palm Beach County. 
Negotiations are in the making between the Palm 
Beach County Health Department and the local 
ophthalmologists to set aside space and equip- 
ment for a glaucoma detection program as part 
of a new county health building. This building 
should be completed sometime in March 1960. 
On April 17, 1959, the Community Coordinating 
Council of Hillsborough County held a Health- 
orama which also included a control glaucoma 
detection program and exhibit. The result of this 
study was reported by Mrs. Marge Crawford, 
Secretary of the Florida Committee of the Na- 
tional Society for the Prevention of Blindness, 
and Dr. Rodney Steinmetz on May 2, 1959, dur- 
ing the scientific session of your meeting. The 
ophthalmologists of Tampa are also discussing the 
possibility of establishing a glaucoma detection 
program as part of a hospital outpatient pro- 
gram. The University of Miami, in cooperation 
with the Jackson Memorial Hospital Department 
of Ophthalmology, is making definite plans for 











. Frortva M.A, 
JcTOBER, 1959 
arrying on research work in glaucoma detection. 
“he ophthalmologists of Orlando have publicized 
heir intentions of considering the establishment 
if a similar program in that city. Pensacola has 
_ust begun to consider the best methods of organ- 
zing programs in that area. 

In line with the recommendations of our Eye 
Medical. Advisory Committee and Panel of 
Ophthalmologists, this State Agency wishes to 
support future efforts to organize glaucoma con- 
trol programs as follows: 

1. Place considerable emphasis upon the 
word “control” when referring to glau- 
coma detection. This implies need for 
careful planning and preparation. 


2. Support the plan to begin with control 
detection programs similar to those in 
other large cities as part of an out- 
patient program. 

3. Consider mass screening in those cities 
and localities where medical care facili- 
ties and resources exist and are ready 
to meet follow-up care needs. 

4. Encourage publicity void of emotional 
and dramatic appeal. 

5. Make provisions for referring those 
with indication of eye diseases to their 
medical doctor and ophthalmologist. 

6. Make provisions for follow-up treat- 
ment and care for the medically indi- 
gent. 
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The Florida Council for the Blind is extreme- 
ly pleased with the concerted efforts described 
herein and, needless to say, grateful, for this 
Agency is unable to carry on statewide glaucoma 
detection programs without the support of oph- 
thalmologists and the local community. We wish 
to pay our respects to the many ophthalmologists 
who are busily engaged with their’ regular office 
practice, yet are determined in their desires to 
offer their assistance in their community to those 
in need and in danger of blindness. The Council 
feels directly responsible to each community in 
the prevention of eye disease and also feels a re- 
sponsibility to protect the interest of each oph- 
thalmologist and his private practice. Knowing 
that it is an accepted fact that more than 2 per 
cent of the population have undiagnosed glau- 
coma, the Council] is then obligated to support 
organized glaucoma detection programs on a plan- 
ned basis. Beyond public education then, the 
Council must guide future glaucoma screening 
and follow-up care activities so that all capable of 
meeting the cost of medical care be directed to 
ophthalmologists on a private patient basis and 
those who cannot pay be attended through’ the 
support of local community resources. The Flor- 
ida Committee of the National Society for the 
Prevention of Blindness and the Florida Lions 
Foundation for the Blind are to be commended 
for their interest in public eye health and their 
concentrated efforts and determination to support 
prevention of disease programs locally. 


P.O. Box 1229. 





DO YOU HAVE... 


DO YOU HAVE... 


space you will need. 


P. O. Box 2411 





A PAPER —FILM—OR SCIENTIFIC EXHIBIT 

You would like to present at the Florida Medical Association’s Eighty- 
Sixth Annual Meeting, April 8-11, 1960, Jacksonville? 

Scientific Paper—An abstract of 50 words 

should accompany application 
Film—Short description with application 
Exhibit—With application, send resume of 
subject and photograph or sketch 


A HOBBY OR COLLECTION? 
An innovation this year is the exhibition of Florida physician’s hobbies 
and collections. Prepare your exhibit and notify us promptly of the 


To be assured a place on the program, contact 


THAD MOSELEY, M.D., Chairman 
Committee on Scientific Work 





Jacksonville 3, Florida 
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Intravenous Procaine in the Manage- 
ment of Some Cutaneous Manifestations of 
Collagen Diseases. By Joseph Farrington, M.D. 
South. M. J. 51:1426-1431 (Nov.) 1958. 

Noting a dearth of literature on the use of 
procaine intravenously in the treatment of collagen 
diseases, the author reports studies begun seven 
years ago which have shown a pattern of response 
to this drug in some of the cutaneous manifesta- 
tions of these diseases heretofore unreported. He 
describes the effects of intravenous procaine in 
the amelioration of symptoms and cutaneous 
changes in scleroderma and dermatomyositis. After 
discussing the pharmacologic aspects, he outlines 
the treatment and summarizes the results in 71 
cases of all types of scleroderma and four cases 
of dermatomyositis. With few exceptions im- 
provement was variable in degree but permanent. 
He concludes that intravenous procaine tends to 
delay progression and to produce a reversion to- 
ward normal of certain cutaneous manifestations 
of some collagen diseases. 


The Problem of Food Allergy. By Woods 
A. Howard, M.D. South. M. J. 52:747-749 
(June) 1959. 

Although dietary means offer the best approach 
to the problem of food allergy, even then the 
diagnostic procedure is not simple and requires 
time and careful analysis. This article points out 
that despite its high incidence and protean 
nature, food allergy remains an enigma. Its im- 
portance in allergic states, however, must always 
be considered. There is no simple accurate method 
of determining the role of foods in a patient ex- 
hibiting hypersensitivity reactions. The skin re- 
actions to foods are notoriously inaccurate clini- 
cally, but the tests are worth while in most cases 
of suspected food allergy to determine the 
patient’s constitutional atopic make-up and as an 
aid in determining the dietary approach to be 
instituted. The final proof of allergy to foods is 
the repeated precipitation and relief of symptoms 
by controlled addition and withdrawal of individ- 
ual foods to and from the diet. 

The author suggests the use of the “rare food 
diet” as a somewhat different approach to the 
problem of dietary manipulation. This diet 
eliminates foods which the patient eats daily and 


substitutes equally nutritious. foods which are 
seldom eaten. The use of this list has proved 
particularly meritorious as a simple screening 
method in patients with allergic symptoms when 
food cannot be excluded as the precipitating or 
aggravating agent by the usual methods employed. 


The Mechanism of Hypoproteinemia As- 
sociated With Giant Hypertrophy of the 
Gastric Mucosa. By Yale Citrin, M.D., Ken- 
neth Sterling, M.D., and James A. Halsted, M.D. 
New England J. Med. 257:906-912 (Nov. 7) 
1957. 

Giant hypertrophy of the gastric mucosa has 
been known under many synonyms and is a 
relatively uncommon lesion of the stomach. Hy- 
poproteinemia has been described in some cases of 
this disease. In this report, the mechanism of 
hypoproteinemia in a patient was investigated 
with I131-labeled albumin. This patient was sub- 
sequently examined at autopsy. With the use of 
I131-Jabeled albumin as a tracer it was found 
that the patient had a smal] albumin pool turning 
over rapidly. Significant protein-bound radioac- 
tivity was found in the gastric juice. Loss of 
albumin into the gastric juice and subsequent 
digestion was believed to be the basic cause of 
the hypoproteinemia. It is suggested that synthesis 
of albumin earlier in the illness had failed to 
compensate for gastrointestinal losses. 


A New Therapeutic Concept of the Ex- 
strophied Bladder, By Clifford C. Snyder, M.D. 
Plast. & Reconstruct. Surg. 22:1-10 (July) 1958. 

Among the anomalies of the newborn which 
challenge and intrigue the plastic surgeon, few if 
any present a more perplexing problem than 
exstrophy of the urinary bladder. The author 
discusses the anatomy of this congenital deformity 
and then, on the basis of his review of some 55 
different operations devised to correct this anom- 
aly, summarizes the numerous surgical technics. 
He observes that according to the literature there 
were more patients living who were not subjected 
to operation than were alive after undergoing 
some type of operative procedure, and he further 
notes that the operation responsible for the most 
deaths, that is, some form of ureteroenteric 











Fioripa M.A, 
)CTOBER, 1959 
nastomosis, is the procedure of choice among 
urgeons today. 

Convinced that the plan of a urinary recepta- 
le with intact sphincter function and intestinal 
ontinuity should achieve: the necessary ‘result to 
ssure normal life expectancy without intercurrent 
urinary complications, he describes the operative 
technic he devised and used with success in two 
cases to achieve this end. While the immediate 
results of this operation. have been good in the 
two cases reported, and in six others later, he 
points out that time is necessary to prove that 
the children will lead a normal life free of re- 
current infection. The urinary strgam being com- 
pletely separate from the fecal discharge is of 
definite advantage as it eliminates ascending 
renal infection, which is the commonest compli- 
cation of past operative procedures. There is no 
problem of ureteral obstruction at a site of anas- 
tomosis because the ureters are left intact to 
empty their contents as they should into the 
bladder. Also, there is no need for embarrassment 
due to soiled clothes or uriniferous odors as the 
anal sphincters are present to serve the patient 
socially. In the near future he plans to rotate a 
small adjacent skin flap to separate the urinary 
rectal receptacle from the anal orifice, and before 
the children go to school he will correct the epis- 
padiac anomalies. 


Sites of Aborption of Vitamin Bis. By 
Yale Citrin, M.D., Carlo DeRosa, A.B., and 
James A. Halsted, M.D. J. Lab. & Clin. Med. 
50:667-672° (Nov.) 1957. 

Although a very small proportion of extremely 
large doses (500 to 2,000 micrograms) of vitamin 
Bie can be absorbed, presumably by diffusion, 
from most mucosal surfaces, the sites of absorp- 
tion of the much smaller amounts normally 
available in the diet have not been defined. In 
this study, the capability of various segments of 
the intestine to absorb vitamin B;2 was assessed 
by means of the urinary excretion test after 
Co69-B,. was delivered through an intestinal 
tube. Conclusions were: In doses of 0.5 micro- 
grams vitamin B;2 can be absorbed from the 
entire small intestine provided intrinsic factor 
is available. Absorption of vitamin By, in doses 
of 0.5 to 3.0 micrograms from the colon could 
not be demonstrated in 18 tests despite the 
addition of intrinsic factor to six test doses, and 
the prior administration of neomycin or tetracy- 
cline in six tests with or without intrinsic factor. 
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As measured by a two day urinary excretion test, 
the degree of absorption of 0.5 micrograms of 
vitamin By. given orally at seven day intervals 
was fairly constant in a given subject. Absorption 
after instillation into the duodenum was signifi- 
cantly greater than after oral administration in 
six of seven normal subjects. This finding suggests 
an inhibitory role of the stomach. Possible ex- 
planations for this effect are offered. 


Methemoglobinemia Associated With 
Intestinal Strangulation Obstruction in the 
Newborn Infant. By Warren W. Quillian, 
M.D., James W. Lancaster, M.D., and H. Clinton 
Davis, M.D., J. Pediatrics 53:737-740 (Dec.) 
1958. 

The possibility of concomitant methemoglobi- 
nemia and intestinal obstruction has not been 
widely discussed. The case reported here is pre- 
sented as one of an apparent methemoglobinemia 
which followed an operation for strangulated 
inguinal hernia in a four week old infant. The 
various factors which may bear a relationship to 
the altered blood pigment in this infant are dis- 
cussed. 


Systemic Reaction After Intravenous 
Fibrinolysin Therapy. By Paul W. Boyles, 


M.D. J. A. M. A. 170: 1045-1047 (June 27) 1959. 


A case is reported in which a 39 year old man, 
who had had a number of abdominal operations 
including cholecystectomy and subtotal gastrec- 
tomy, suffered an acute ileofemoral vein throm- 
bosis. He experienced a severe systemic reaction 
after the first intravenous injection of purified 
human fibrinolysin; he received 100 mg. of hepa- 
rin and 200,000 units of fibrinolysin. Fever and 
shock appeared within three hours after the in- 
jection, but all tenderness disappeared from the 
patient’s ileofemora] region in approximately 10 
hours. Recovery from the thrombosis and from 
the side effects of the treatment was complete 
within three days. Immunologic studies suggested 
that both streptokinase and fibrinolysin antibodies 
were responsible for the reaction observed. It is 
suggested that fibrinolysin be used with caution 
until its mode of action is better understood. 





Members are urged to send reprints of their 
articles published in out-of-state medical jour- 
nals to Box 2411, Jacksonville, for abstracting 
and publication in The Journal. If you have 
no extra reprints, please lend us your copy of 
the journal containing the article. 





























H.R. 4700 


I direct these words to my fellow Americans everywhere, to those who believe 
in the Free Enterprise System of Democratic America. I appeal net only to those 
who are fellow members of the Medical Profession but to all who rely on and benefit 
from their advice, counsel and treatment. 

The letters and numbers of the title of this message are probably familiar to you 
by now, but if not, they specify a Bill being presented to the 86th Congress of the 
United States. This is better known as the Forand Bill authored by Aime J. Forand, 
a Rhode Island Democratic member of the U. S. House of Representatives. This bill 
would again increase Social Security taxes and extend hospitalization, nursing home 
care and surgical services to recipients of Social Security Benefits. At present, this 
Bill has been “shelved” by the House Ways and Means Committee, stimulated in 
part by our own H. Phillip Hampton, M.D., Chairman of our Committee on Legis- 
lation and Public Policy. Mr. Forand has expressed his hopes of action on this Bill 
early next year. There is no question but that those who wish to socialize this 
country will make a big push to pass this legislation when the Congress reconvenes in 
January 1960. 

I regret that space here is too limited to give you a complete briefing on this 
Bill. To present fully all of the evidence against the need or even the advisability of 
such legislation would require more pages than this entire Journal contains. This 
Bill can best be summarized as a “new approach to socialized medicine.” I have 
requested the Editors to publish Dr. Hampton’s prepared testimony in this issue of 
The Journal. Several of us representing your interests will be on our way to St. Louis 
to an American Medical Association conference on this subject the very day this 
issue comes out. You will have a report of this conference soon. 

Since the beginning of this century, revolutionary advances in medicine and 
better medical care have increased the life expectancy of the average American by 
20.5 years. This proposed legislation would result not in better but in poorer health 
care for the people of this country. 

Mr. Forand and proponents of this type of legislation have apparently become 
confused regarding the true problems facing those who have passed their sixty-fifth 
birthday in this country. More people live to reach that birthday because of ever 
improving medical care. They are not in poor health but in better health medically 
and mentally than ever before. Because of arbitrary age restrictions placed upon them 
by industry and government, however, they do have a problem—not their health, 
as suggested by Mr. Forand, but rather their economics. They are arbitrarily pushed 
out of their jobs and forced onto the unemployed lists. This adds to Medicine’s 
problem of keeping them in good mental and physical health, but our profession is 
determined that it will do just that. The question is whether the ‘““Do Gooders” such 
as Mr. Forand and his followers are equally as determined to help these senior citi- 
zens in an economic way. A Bill to reduce all taxes of every such citizen by even 
50 per cent when he reaches 65 years of age would enable him not only to finance 
needed hospital and medical care but many other necessities of decent living as well 
without the necessity of the Federal Government signing a blank check to provide 
such services. 

Detailed information regarding this Bill is impossible for me to give you here. 
Such has been prepared by, and can be obtained from, The American Medical Asso- 
ciation and the Association of American Physicians and Surgeons. Everyone of you 
should read this material and have it available for your patients. Urge them to express 
their opinions to their Congressmen. Write your own Congressman and request a 
copy of H.R. 4700 and after studying its provisions write him again and tell him 
what you believe regarding it. Assume your rightful role as an intelligent, informed 
and thinking American citizen—or are you one who is willing soon to have others do 
your thinking for you? 

Remember—the health problems of any age group are the responsibility of the 


medical profession. 
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Three Wise Men 


Socrates—Baltasar Gracian—and Sir Thomas 
Browne—three wise men whose personalities and 
individualities have come to us today down the 
long stairway of time—they continue to influence 
our lives and our thinking. 

A Philosopher—a Jesuit priest—and a Phy- 
sician—the last separated from the first by more 
than two milleniums—they share a common fra- 
ternity of discerning clear-sightedness, objectivity 
and inquisitiveness, with a facility for lucid ex- 
pression—and a sincere search for truth and 
tolerance. By any standards, truly they were 
wise men, as well as gifted ones. Their bold orig- 
inality—their faculty of remaining unimpressed 
by conventionality and precedent—their great 
moral and intellectual courage—should direct and 
inspire us today toward a more intelligent and 
unrestricted understanding of, and approach to, 
the many problems which we stolidly continue to 
regard in a traditional and stereotyped manner. 

Each of these men is a model of clear, concise, 
disciplined thought—and each was, in his fash- 
ion, a paradoxical individual. How paradoxical? 
Let Sir Thomas Browne explain the paradox of 
Socrates: “There are many........ have their 


names in Histories and Martyrologies, who in the 
eyes of God, are not so perfect martyrs as was 
that wise heathen Socrates, that suffered on a 
fundamentall point of religion, the unity of God.” 

As to Baltasar Gracian, here was a Spanish 
member of the Society of Jesus—born about 1600 
A.D.—with a prolific rapier-like pen—a thinker 
—a wit—a discerning observer of humankind, 
whose writing, and whose career, was ultimately 
curtailed by his Church—a disturbing individual 
in whose “The Art of Worldly Wisdom” appear 
the following often vunpriestly observations: 
“Create dependence. The idol is not created by 
the gilder, but by the genuflector; he who knows, 
desires more that men shall need him than thank 
him.” “Fortune and fame: the one is as fleeting 
as the other is lasting. The first for this life, the 
second for the next: the one against envy, the 
other against oblivion.” ‘The bastions of men of 
the world are a gentlemanly and distinguished 
learning.” “Rate the intensive above the exten- 
sive.” “Let your own integrity be the standard 
of rectitude, and let your own dictates be stricter 
than the precepts of any law;” and finally, “Half 
the world laughs at the other half, even though 
the lot are fools.” 
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Last of all, the paradox of Sir Thomas Browne 
—a doctor writing about the religion of a Phy- 
sician, which he felt obliged to open by acknowl- 
edging the “general scandal” of his profession. 
Sir Thomas Browne, perhaps more than either of 
the others a very real, knowledgeable and under- 
standable personality, who inspires in us a tre- 
mendous respect, not only for his knowledge, 
but for his inquiring mind, his enthusiastic ap- 
petite for knowledge; his fairness and his toler- 
ance—a man who, being deeply religious himself, 
felt that “persecution is a bad and indirect way 
to plant religion”’—and who recognized that 
“obstinacy in a bad cause, is but constancy in a 
good.” A great man and an intimate friend, who 
seems somehow very close and real to us across 
the short gap of three centuries. A man, the 
strength of whose personality is probably best 
portrayed by J. B. Priestley’s fanciful scene con- 
jured up by a tablet on the site of Dr. Browne’s 
former house in Norwich, at No. 12 Orford Place: 

A story was told that, through a misreading of 
the tablet, the directory of Norwich for 1929 list- 
ed “Browne, Thomas, M. D.,” as a living practi- 
tioner; thence Mr. Priestley: 
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“Don’t you see it? The year is 1929, 
after the publication of that directory. 
Late at night, with everything closed solid, 
a woman is suddenly taken ill and her hus- 
band, frantic, grabs for the directory to 
look for a physician. There is no tele- 
phone, but the nearest doctor is a man 
named Browne, a few squares away. The 
husband snatches his hat, rushes out into 
the darkened streets, and in a few minutes 
is standing before the tablet in Orford 
Place. Yes, there he is! —“Thomas Browne, 
M. D.’—He plunges his thumb into the bell 
and—” 


“And what?” questioned his companion. 
“Gets him,” said Priestley softly. 


Truly the shades of these three great men 
walk beside us throughout our daily lives. Let us 
turn a more attentive ear to the wisdom and guid- 
ance they can give us in molding our moral and 
intellectual approach to the world about us— 
and to the religion and philosophy of Medicine. 


J. W. A. 





The Cobalt Bomb 


The advent of the Cobalt Bomb has not 
changed the basic principles of good radiotherapy. 
Cancer which is incurable by virtue of its histology 
or anatomic extent will probably still remain in- 
curable. A tumor cel] cannot distinguish the 
source of the radiation which may cause its de- 
struction. Thus from the tumor’s point of view, 
radiation may be delivered by a Cobalt Bomb, 
x-ray, radium or other isotope; this does not mat- 
ter to the tumor. It may, however, make some 
difference to the patient. 

The Cobalt Bomb emits million volt gamma 
rays (x-rays) which are more penetrating, allow- 
ing more adequate tumor depth doses, lessened 
skin and bone reaction, and less “radiation sick- 
ness.” Thus a more adequate tumor dose may be 
delivered with greater comfort to the patient. 


This is no smal] matter, and in some patients 
may be of critical importance. 

We should accept the Cobalt Bomb for what 
it is—an excellent additional weapon in the arm- 
amentarium of the radiotherapist. It is not a 
miraculous new “discovery” which will cure the 
incurable. Publicity in this vein in the lay press 
has been more harmful than helpful. Let us not 
forget that it is not so much the instrument as 
it is the one who uses it. Whether it is a scalpel, a 
drug, or a type of radiation, success or failure 
still depends in a large measure on the abilities 
of the physician who uses it. 


Joun D. Reeves, M.D. 
PROFESSOR AND CHAIRMAN, 
DEPARTMENT OF RADIOLOGY, 
COLLEGE OF MEDICINE, 
UNIVERSITY OF FLORIDA 
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Florida Academy of General Practice 
Miami Beach, October 29-31, 1959 


The Tenth Annual Scientific Assembly of the 
Flc ida Academy of General Practice will be held 
at ‘he Hotel Seville in Miami Beach on Thursday, 
Friday and Saturday, October 29-31. Dr. Walter 
J. Glenn of Fort Lauderdale, President of the 
Ac«demy, urges all Florida physicians to attend. 
There is no registration fee. An outstanding 
characteristic of the meeting will be its informal- 
ity. Fun will be emphasized, and professional 
eniertainment and dancing will feature the An- 
nual Banquet on Saturday night with addresses 
banned. The lucky physician whose name is 


drawn from the hat at the banquet will receive 
as a first prize a fiberglass boat, motor and trail- 
er; he need only to have visited the majority of 
the technical exhibits. Other prizes will include 
television sets, cameras and other items of real 
value. 

The scientific program will be presented at 
morning and afternoon sessions on Friday and 
Saturday. It will cover a wide variety of subjects 
of broad appeal. Dr. Leonard L. Weil of Miami 
Beach is chairman of the program committee. 
The preliminary program follows: 


FLORIDA ACADEMY OF GENERAL PRACTICE 
TENTH ANNUAL SCIENTIFIC ASSEMBLY 
HOTEL SEVILLE, MIAMI BEACH 


THURSDAY, OCTOBER 29 

1:00 p.m. Registration of Members, Wives, 
Guests and Exhibitors. 

6:00 p.m. President’s Special Party for the 
Exhibitors. 

8:00 p.m. Meeting of the Board of Directors 
and Chairmen of Standing Committees. All 
FAGP Members welcome. 


FRIDAY, OCTOBER 30 

8:00 a.m. Registration of Members, Wives 
and Guests 

8:30 a.m. Visit the Exhibits. 

9:30 a.m. Invocation and Welcome to the As- 
sembly. 
Raymond E. Parks, M.D.—‘Practical Ap- 
plication With Isotopes.” 
James Nugent, M.D.—‘“Prostatic Cancer.” 

Question and Discussion Period 
Lunch 

1:00 p.m. “The Doctor Defendant,” a film 
presentation of professional liability actions 
stemming from breaches of physicians’ re- 
sponsibility. . 

1:30 p.m. Joseph H. Davis, M.D.—‘‘When to 
Be Suspicious.” 
Phyllis Vaughn, M.D.—“Gout, the Unsus- 
pected Crippler.” 
William B. Dyckman, M.D.—Poisoning, 
Its Recognition and Treatment.” 

Question and Discussion Period 
4:30 p.m. Visit the Exhibits. 
5:30 p.m. Exhibit Hall closes. 


8:00 p.m. General Business Session of the 
Academy, Dr. Walter J. Glenn, presiding. 


SATURDAY, OCTOBER 31 

8:00 a.m. Registration of Members, Wives and 
Guests. 

8:30 a.m. Visit the Exhibits. 

9:00 am. “Problems of the Mind in Later 
Life,” a filmed Symposium on Constructive 
Medicine in Aging. 

9:40 am. Jacob Glassman, M.D.—‘Surgery 
That Should Not Have Been Done.” 

Ray Simmons, M.D.—‘Once a Month— 
Menses and Ther Complications.” 
Question and Discussion Period 
Lunch 

12:30p.m. Visit the Exhibits. 

1:00 p.m. “No Margin for Error,” a film pres- 
enting human mistakes in the modern hos- 
pital. 

1:30 p.m. David Nathan, M.D.—“Arrhyth- 
mias—Their Recognition and Treatment.” 

Allan A. Kaplan, M.D.—‘‘Twenty-Eight Feet 
of Trouble—Problems of the Gastrointestinal 
Tract.” 

Question and Discussion Period 

5:30 p.m. Exhibit Hall closes. 

7:00 p.m. Cocktail Party. 

8:00 p.m. Annual Banquet. 
and Dancing. No addresses. 


SUNDAY, NOVEMBER 1 
Noon Poolside Brunch. 


Entertainment 
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Florida Diabetes Association 
Annual Meeting 
Miami Beach, October 29-30 


The Seventh Annual Meeting of the Florida 
Diabetes Association will be held in Miami Beach 
on October 29 and 30, 1959. The Balmoral Hotel 
will be headquarters, as last year, and registra- 
tion is scheduled for 9 a.m. on Thursday, October 
29. The first of four scientific sessions will begin 
at 10 a.m. that morning, and the last one will be 
concluded on Friday afternoon. A public meeting 
on Friday night will be the closing event. There 
will be a luncheon meeting of the Board of Gov- 
ernors at noon on Thursday, and the annual 
business meeting with election of officers will take 
place at 1:30 p.m. on Friday. 

The scientific program is presented in cooper- 
ation with the Division of Postgraduate Educa- 
tion of the College of Medicine of the University 
of Florida, the Florida State Board of Health and 
the Florida Medical Association. Moderators for 
the four scientific sessions are Dr. Joseph J. 
Lowenthal and Dr. L. L. Parks of Jacksonville, 
Dr. A. Gorman Hills of Miami and Dr. Grover 
C. Collins of Palatka. The program is approved 


for postgraduate study, Category I, by the Ameri- 
can Academy of General Practice. 

The guest lecturers will be Dr. Nicholas P. 
Christy, Associate in Medicine, Columbia Uni- 
versity College of Physicians and Surgeons, New 
York, Dr. Jerome W. Conn, Professor of Medi- 
cine and Director of Metabolism Research Lab- 
oratory, University of Michigan Medical School, 
Ann Arbor, Mich., and Dr. Francis D. W. Lukens, 
Professor of Medicine and Director of George S. 
Cox Medical Research Institute, University of 
Pennsylvania School of Medicine, Philadelphia. 
Member speakers will be Dr. Andrew E. Lorincz, 
Assistant Professor of Pediatrics, College of Medi- 
cine, University of Florida, Gainesville, Dr. 
Bernard H. Marks, Research Instructor, Univer- 
sity of Miami School of Medicine, Miami, and 
Dr. George F. Schmitt Jr., Miami. 

The officers of the association are Dr. Lowen- 
thal, President, Jacksonville, Dr. Grover C. Col- 
lins, President-Elect, Palatka, and Dr. Morris B. 
Seltzer, Secretary-Treasurer, Daytona Beach. 


PROGRAM 
SEVENTH ANNUAL MEETING 
FLORIDA DIABETES ASSOCIATION 
BALMORAL HOTEL, MIAMI BEACH, OCTOBER 29-30 


THURSDAY, OCTOBER 29: 


MODERATOR: Dr. Joseph J. Lowenthal, President 


9:00 Registration 
10:00 “What Constitutes Diabetes and the Dr. Conn 
Prediabetic State in Man” 
10:45 Questions 
11:00 Recess 
Pizts “Insulin and Protein Metabolism” Dr. Lukens 
12:00 Questions 
12:30 LUNCHEON MEETING—Board of Governors 
MODERATOR—Dr. Lorenzo L. Parks 
2:00 “Studies of the Etiology of Cushing’s Syndrome” Dr. Christy 
3:00 “Hormonal Control of Fatty Acid Metabolism” Dr. Marks 
3:30 Recess 
3:45 “Connective Tissue Acid Mucopolysaccharides and 
Their Possible Significance in Endocrine Disorders” Dr. Lorincz 
4:15 Questions 


6:30-7:30 Cocktail Party 





l- 


|. 
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F IDAY, OCTOBER 30: 
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MODERATOR: Dr. A. Gorman Hills 


1¢ 00 “Assessment of Activity of Sulfonylureas, 

Clinical and Experimental” Dr. Lukens 
10:45 Questions 
1/:00 Recess 
11:15 “Patho-physiology of Hypopituitarism” Dr. Christy 
12:00 Questions 
1:30 BUSINESS MEETING OF ASSOCIATION 

MODERATOR: Dr. Grover C. Collins, Incoming President 

2:00 “Kimmelstiel-Wilson Disease” Dr. Schmitt 
2:30 “Primary Aldosteronism, Clinica] Considerations 

and Results to Date” Dr. Conn 
3:15 Recess 

Dr. Lukens 


3:30 “A Philosophy of Diabetes” 
4:00 Questions 
8:00 PUBLIC MEETING 





Southern Medical Association 
Meets in Atlanta 
November 16-19, 1959 


Pointing in the direction of tomorrow wil] be 
the theme for the Fifty-Third Annual Meeting of 
the Southern Medical Association, to be held in 
Atlanta, Ga., next month. The dates are Novem- 
ber 16 through 19, and many Florida physicians 
among some 13,000 members of that organization 
are planning to be in attendance. To aid them in 
meeting tomorrow’s demand for improved medical 
and surgical care, the thousands of physicians 
from throughout the South who will attend will 
find this meeting replete with lectures, sympo- 
siums, panel discussions and exhibits all designed 
to help the physician practice better medicine. 

Among the newest of the new will be a half 
day Symposium on Nuclear Medicine, which is 
scheduled for a general session on Thursday 
morning, November 19. It is especially planned to 
acquaint the physician with the practical applica- 
tions of atomic energy in medicine, proceeding 
from the elementary aspects of nuclear and 
space medicine through the more complex tech- 
nics, and relating them to the everyday practice of 
medicine. Also in the direction of tomorrow, this 
year’s Symposium on Geriatrics, likewise sched- 
uled for Thursday morning, will feature dynamic 
discussions looking to better health care of the 
aging population. It will be slanted somewhat 
toward the sociologic features of aging, such as 


income, retirement, occupations, entertainment, 
travel and education, but medical areas will not 
be neglected. 

Programs of the 20 sections will embrace 
every aspect of medical and surgical practice. 
Addresses by many distinguished guest speakers 
highlight these programs. Scientific and technical 
exhibits, color television programs, section lunch- 
eons and dinners, alumni and fraternity reunions 
and the annual golf tournament are other fea- 
tures of wide appeal. The President’s luncheon 
and President’s night are always outstanding 
events. 

Societies meeting conjointly with the Southern 
Medical Association include the American Col- 
lege of Chest Physicians, Southern Chapter, the 
American College of Pathology, the Southern 
Electroencephalographic Society, the Flying Phy- 
sicians, and the Southern Gynecological and Ob- 
stetrical Society. 

Two more years will elapse before the South- 
ern Medical Association returns to Florida for 
an annual meeting. St. Louis will be the host city 
in 1960, and a Dallas-Fort Worth meeting is 
scheduled for 1961. In November 1962 Miami 
Beach will welcome this great gathering of South- 
ern physicians. 
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Obstetricians and Gynecologists 
Meet in Miami Beach 
October 29-31, 1959 


The annual meeting of The American College 
of Obstetricians and Gynecologists, District IV, 
will be held late this month at the Hotel Ameri- 
cana in Bal Harbour, Miami Beach. Registra- 
tion will begin at 5 p.m. on Thursday, October 
29, and the registration fee is $10. All registrants 
and their wives are invited to the cocktail party 
that evening from 6:30 to 7:30, and to the ban- 
quet on Friday night at 8 p.m. 

The scientific program will be presented in 
morning and afternoon sessions on Friday, Octo- 
ber 30, and a concluding morning session on Sat- 
urday, October 31. The first session, opening at 
9 a.m. on Friday will be called to order by Dr. 
Norman Thornton of Charlottesville, Va., Chair- 
man of District IV, and after Dr. Homer L. 
Pearson of Miami offers the invocation, the mem- 
bers will be welcomed by Dr. Ralph W. Jack of 
Miami, President of the Florida Medical Asso- 
ciation and Vice President of The American Col- 
lege of Obstetricians and Gynecologists. Dr. 
Charles J. Collins of Orlando and Dr. Daniel O. 
Hammond of Miami will preside over this session. 
An audiovisual program, of which Dr. Lawrence 
L. Hester Jr. of Charleston, S. C., is chairman, 
will be presented Friday afternoon. Dr. Richard 
F. Stover of Miami and Dr. William C. Roberts 
of Panama City will preside over the session on 
Saturday morning. Dr. James Henry Ferguson, 
Professor and Chairman, Department of Obstet- 
rics and Gynecology, University of Miami School 
of Medicine, is chairman of the scientific program 
committee. 

Among the distinguished guests expected for 
the meeting are Dr. John I. Brewer of Chicago, 
President, and Dr. C. Paul Hodgkinson of De- 
troit, Secretary of The American College of 
Obstetricians and Gynecologists. 

Florida physicians contributing to the scien- 
tific program and their subjects are: Drs. Wil- 
liam B. Cheslock and John Kruggel, of Orlando, 
“A Case Report of Clostridia Welchii Complicat- 
ing Pregnancy and Delivery;” Dr. J. Lee Dock- 
ery, of Miami, “Cervical Lesion—Biopsy or 
Smear?”; Dr. Robert L. Hatton, of Miami, 
“Coagulation Defects in Patients with Abrup- 
tion;” Dr. J. W. Hendrick, of Arlington, 
“Corticoid Therapy of Infertility Associated 
With Anovulation and Elevated 17-Ketosteroids;” 
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Dr. Harry Prystowsky and associates, of Gaines- 
ville, “Some Aspects of Oxygen Transfer Across 
the Placenta at High Altitude (16,000 Feet);” 
Dr. Harold Schulman, of North Miami, “A Com- 
parison of the Accuracy of Punch and Cone Biop- 
sies;” Dr. Max Suter, of Jacksonville, ‘“Steriliza- 
tion by Cornual Cauterization;” Drs. J. Champ- 
neys Taylor, E. Frank McCall, Sam W. Denham 
and John B. McCall Jr., of Jacksonville, ‘‘Fallop- 
ian Tube Salvage at Time of Tubal Pregnancy; 
Case Report;” and Dr. Paul Taylor Jr., of Opa 
Locka, ‘“‘Fungistatic Activity of Human Serum.” 





Doctors’ Deductions for Entertainment 
Internal Revenue Service Ruling 


For the first time the Internal Revenue Serv- 
ice has specified conditions under which physi- 
cians generally may claim costs of entertaining 
other physicians and in certain instances the laity. 
Such outlays are now allowable for federal in- 
come tax purposes when practitioners can show 
specific business gains. The ruling states that 
“the clear relationship of the expenditure to rea- 
sonably expected income must be shown.” De- 
ductions will not be allowed for repeated enter- 
tainment of an individual doctor since that “indi- 
cates a personal motive.” Even though there is 
some possibility of a business benefit, the expendi- 
ture may not be deducted if personal reasons 
predominate. 

Industrial doctors have somewhat greater lati- 
tude. So long as they can prove tangible bene- 
fits, they are privileged to claim deductions for 
entertaining lay persons as well as physicians. 

As set forth in The AMA News of Aug. 24, 
1959, the general standards prescribed by the 
Service for establishing the deductibility of enter- 
tainment expenses are: “Specific purpose of 
entertainment; percentage of the doctor’s pa- 
tients received as referrals; names of individuals 
entertained and reason why additional income 
could reasonably be expected from each; whether 
or not referrals were actually received from the 
doctors entertained; whether or not other doctors 
in the same type practice in the locality have 
entertainment expenses.” 





Florida Medical Association 
Eighty-Sixth Annual Meeting 
April 8-11, 1960, Jacksonville 
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Testimony on 
Forand Bill—H.R. 4700 

Congressional hearings on H.R. 4700—Forand 
|. ill—were conducted by the House Ways and 
“feans Committee during the week of July 13 
tarough July 17, at which time the Florida Medi- 
cal Association was requested to present testi- 
mony in opposition to this particular bill. The 
following presents the testimony as given by H. 
Phillip Hampton, M.D., who is the American 
Medical Association Key Contact Physician for 
Florida. 

STATEMENT OF THE FLORIDA 
MEDICAL ASSOCIATION 
Re: H.R. 4700, 86th Congress 
Amendments to the Social Security Act 
House Ways and Means Committee 
July 14, 1959 
Mr. Chairman and Members of the Committee: 

I am Dr. H. Phillip Hampton of Tampa, 
Florida, where I am engaged in the private 
practice of medicine. I am a Member of the Board 
of Governors and Chairman of the Legislative 
and Public Policy Committee of the Florida Medi- 
cal Association. 

If a problem in the economy and distribution 
of medical and hospital care exists in this country, 
can it not be solved by application of American 
ingenuity with the incentive and under the proven 
principles which have been our strength and not 
resort to questionably effective plans as tried by 
other governments foreign to our way and de- 
structive of our traditional principles?* 

That was the purpose of the medical doctors 
of Florida when, in 1954, they requested the 
Governor to appoint a committee to study the 
problems of medical and hospital care in this 
state with particular reference to those who were 
unable to provide this care for themselves. 

The committee report, published in two vol- 
umes, presented the following major findings: 
Although the Florida constitution charged the 
county government with the responsibility of 
providing hospital care for the indigént, the 
majority of counties either ignored the responsi- 
bility or budgeted an amount entirely inadequate 
to provide proper hospital care. As a result (a) 
hospitals were usually required to absorb all or 
part of the cost of indigent hospitalization and 
passed this cost on to paying hospital patients 
and (b) the county lines often acted as a barrier 
to good medical care and prevented efficient use 
of existing hospitals established under the regional 
hospital system in neighboring counties. 
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There are two groups of individuals unable 
to pay for medical and hospital care: (a) those 
persons on the state welfare rolls who require 
public assistance for food, clothing, and shelter 
and (b) those persons who, after proper investi- 
gation, are found able to provide the basic neces- 
sities for themselves but cannot meet the cost of 
medical care and hospitalization—the medically 
indigent. 

The committee recognized that indigency was 
a disease with economic, sociologic, medical and 
political causes which needed to be eradicated by 
specific treatment in order to rehabilitate the 
individual to independence. A merely supportive 
approach to the problems of indigence leads to an 
incurably chronic condition of indigence as a way 
of life with the individua] completely dependent 
upon the state and free of responsibility. 


The committee recommended establishment of 
a uniform system of hospitalizing the acutely ill 
indigent by creation of a state and county match- 
ing fund out of which payments might be made 
directly to hospitals for the costs of caring for 
certified indigent; the smaller government (coun- 
ty) units would be encouraged to assume the 
major administrative and financial responsibility. 
Plans for care of the chronically ill and out- 
patient care of indigent were to be made after 
additional study. It was assumed the doctors of 
Florida would continue their services to the 
acutely ill, hospitalized indigent persons without 
charge, pending further study. 

The recommendations were enacted into law 
by the Florida Legislature and became effective 
1 January 1956. The program is administered 
through the county health officers and is flexible 
enough to meet the individual problems of each 
county. The health officer may delegate determi- 
nation of indigence and other duties to qualified 
agencies. A one page form is used by the physi- 
cian, who makes the diagnosis and refers the 
patient for hospital admission, by the social work- 
er who determines indigence, and by the hospital 
for the bill. 

Sixty-four of Florida’s sixty-seven counties 
(97% of the population) voluntarily joined the 
statewide program to provide hospital care for 
the acutely ill indigent and the plan has func- 
tioned to the satisfaction of patients, hospitals 
and physicians. No one is denied hospital care 
who needs it. 

With a yearly expenditure of approximately 
$2,000,000 in state funds and $2,000,000 in 
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county funds about 22,000 indigent are provided 
hospital care each year at an average hospital 
daily cost of $20 and average hospital stay of 9.6 
days; 46% have been public assistance recipients 
and 54% medically indigent. Twenty-six per cent 
were aged 65 and over. In only 10% of the ad- 
missions was there participation in payment to 
the hospital by family, charitable organizations, 
or insurance. 

As the 1959 Florida Legislature found itself 
hard pressed for funds, the state appropriation 
for hospital care of public assistance recipients 
was made to the State Board of Health with in- 
structions to supplement it with federal matching 
funds. 

Although we are of the opinion that indigent 
care programs should be administered and financed 
as close to home as possible, the doctors of Florida 
have cooperated in advising the State Board of 
Health and State Welfare Department on a con- 
tract by which hospital care can be provided 
welfare recipients using state and federal funds in 
the same program of hospital care for the medi- 
cally indigent using state and county funds as 
previously described. 

However, the arrangements have not been easy 
due to the rigidity in federal regulations, as in- 
terpreted by the State Welfare Board, concerning 
the use of federal matching funds. One might al- 
most conclude that the law and regulations were 
so written as to require medical care to be com- 
pletely administered by welfare agencies and to 
exclude the medically oriented agencies and medi- 
cal doctors from participation in the planning or 
administration of the health programs. The pro- 
posed legislation under consideration would vastly 
broaden health care under the Department of 
Welfare and another broad health program has 
been proposed to the Congress in an expansion of 
rehabilitation activities under the Department of 
Education. 

Continuing their study on the problems of 
medical care, the second Citizens Medical Com- 
mittee on Health appointed by the Governor re- 
cently made the following pertinent recommenda- 
tions: 

1. For the extension of the benefits of health 
insurance: through every practicable channel en- 
courage the development and promote the use of 
voluntary low cost health insurance which will 
extend benefits to the aged and cover long term 


illnesses. 
2. For reduction in the costs of hospital care 
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in long stay illnesses: the encouragement of the 
construction and operation of “limited service 
hospitals” in close proximity to major general 
hospitals to promote early transfer of patients 
from general hospitals and to provide efficient 
long term care of chronic diseases. 

3. For more adequate nursing home care: 
legislative authorization for the Welfare Board to 
implement a program to pay the cost of nursing 
home care for public assistance recipients, this to 
be provided by county, state, and federal match- 
ing funds; also encouragement of the active parti- 
cipation of religious groups in developing and 
maintaining nursing home facilities. 

4. For accessible and economical medica] care 
for the aged and those with chronic illnesses: the 
expansion of present outpatient clinics and the 
organization of additional clinics to meet the 
medical needs of the indigent aged and the 
chronically ill, with such services coordinated 
with and fully utilized in expanding and strength- 
ening the intern and resident medical training 
program. 

5. For home care of the aged and the chroni- 
cally ill: within the realm of existing health 
agencies expand and modify community nursing 
programs so the services of visiting nurses will 
be widely available and existing welfare agencies 
to sponsor foster home care, and homemaker and 
friendly visitor services. 

6. For the provision of medical services to 
recipients of public welfare: the assignment of 
responsibility for medical and health matters to 
the medically-directed health agency with the 
evolution of appropriate inter-agency admini- 
strative relationships. 

7. For increased state and local responsibility 
for medical care of the indigent program: use 
every possible influence to obtain a release to the 
states of tax sources now utilized by the federal 
government for the support of health services 
with planning and administrative responsibility 
centered as close as practicable to those served. 

In accordance with these recommendations 
the Florida Legislature this year amended the 
Hospital Service for the Indigent law to include 
outpatient medical care and development of ancil- 
lary medical and nursing outpatient services and 
implementation is proceeding as rapidly as avail- 
able funds permit. 

The Florida Medical Association has created 
the Florida Medical Foundation for the purpose 
of providing medical services for care of the 
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digent, postgraduate medical education, and re- 
arch. This organization can work closely with 
e State Board of Health and State Welfare 
epartment in providing and coordinating these 
edical services. 

The fabulous advances made in the field of 
‘yspital and medical insurance in recent years 
.test the responsibility the people of this country 
eel to individually provide medical care for 
themselves. In 1958, a survey revealed that 63% 
cf the population have health insurance, but only 
35% of those aged 65 and over were insured. Led 
by Blue Shield and Blue Cross, insurance com- 
panies in Florida are improving their insurance 
coverage and are offering medical and hospital 
insurance on an individual basis to the aged. This 
is the American way. 

In Florida, no one who needs it goes without 
hospital care. Voluntary health insurance is being 
rapidly expanded and is the answer for the ma- 
jority. Health needs of the indigent are provided 
for by medically directed statewide programs. 

Only the practicing medical doctor can prevent 
the abuses necessary to insure the economical 
and effective operation of these medical insurance 
and indigent care programs. The initiative of the 
medical profession must be encouraged to assume 
the responsibility of these efforts, but it would be 
thwarted by government programs such as the 
proposed legislation. 

Florida is well on the way to finding answers 
to the economic problems of modern medical care 
through novel applications of traditional prin- 
ciples of individual responsibility in a cooperative 
manner. 

We do not need additional federal legislation 
to solve these problems, but we do need a relax- 
ation of the rigid regulations directing health ac- 
tivities under federal welfare control, and we do 
need release of certain federal taxes collected in 
our state so that these funds might’ be applied to 
solving our particular health problems in our way. 


on i ols 
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*Traditional Principles 


Medical care has been a matter of individual respon- 
sibility of both the patient who seeks the care and the 
doctor who administers it. This historical principle of 
medical economy as practiced in our country has pro- 
duced the highest quality of medical care more generally 
available than in any other nation in the world today 
or in history. 

Those governments which, in recent years, assumed 
the obligation to provide medical care for their citizens 
have, as a result, diminished the quality, increased the 
cost, and thwarted medical progress in comparison to the 
achievements of medical care in the United States pro- 
vided under the principle of bilateral individual respon- 
sibility. 
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Traditionally, the individual physician has assumed 
the obligation to provide medical care to those who re- 
quest his services regardless of their ability to pay. 
Fulfillment of this responsibility depends upon the phy- 
sician’s abilities and limitations of the environment. As 
the need for hospital facilities to provide good modern 
medical care for serious illness has increased, it has become 
more difficult for the individual physician, especially in 
the urban environment, to provide medical care for 
those unable to pay the costs of the facilities, medications 
and services required. Local and state governments in 
a variety of manners have assumed some of these costs 
for the indigent sick. More recently, by amendments to 
the social security law, the federal government has sought 
to standardize medical care for the indigent as a function 
of the department of welfare and assume the bilateral 
responsibility of medical care for these citizens through 
the medium of federal-state matched payments to “ven- 
dors” of medical services to public assistance recipients. 

The proposed legislation under consideration, H.R. 
4700, would assume for the federal government the re- 
sponsibility of providing medical services for a segment 
of the population without the requirement of indigence. 
With only a change in age limits the entire population 
would be relieved of this vital individual responsibility 
and the services of the medical profession would be a 
part of the government welfare program. 

Thus a program oi government medical «are would 
be achieved with little promise of providing a better 
quality or less costly medical care for the people of this 
country. Admittedly, the bookkeeping would be stream- 
lined, but at what cost in individual liberty inevitably 
lost when responsibility is surrendered! Can a govern- 
ment founded on the sovereignty of the people afford 
so great a loss of individual responsibility which is the 
foundation of sovereignty ? 

Laws and regulations must not be created that will 
thwart exercise of the fundamental American medical 
economic principle of bilateral responsibility for medical 
care in solving today’s health problems as they have so 
successfully achieved major medical advances in the past. 

The commerce and institutions developed in the solu- 
tion of today’s health problems by voluntary health in- 
surance and medically directed indigent care programs 
would strengthen the economy and our most vital na- 
tional resource, the initiative of individual responsibility. 
Government-financed welfare-directed free medical care 
programs will tax our economy and weaken the sovereign 
power of the people. 
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August 19, 1959 
Dear Sir: 

I read your State News Items with interest 
and thought perhaps information on my most 
recent trip abroad might also be of interest. 

On June 9, 1959 I flew to Athens, Greece, to 
attend the Mediterranean Conference on Rehabili- 
tation under the high patronage of H. M. Queen 
of the Hellenes. There I presented two lectures 
on orthopaedic and rehabilitation subjects, in- 
cluding the demonstration of the polyurethane 
plastic called Ostamer used in the treatment of 
osseous lesions and also lectures and demonstra- 
tions on the operative treatment of osteoarthritis 
of the hip joint, with emphasis on osteotomy. 
These lectures were given at the orthopaedic 
clinic of the University of Athens and the Asclip- 
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iien Voulais Hospital, both under the direction of 
Professor Th. Garofalides. Side trips in Greece 
included visits to Corinth and the Open Air 
Theatre at Epidarus; other trips of course in- 
cluded the Acropolis. 

Thereafter, I spent four days in Istanbul, 
Turkey, giving one lecture in the Department of 
Orthopaedic Surgery. Side trips there included 
the Princess Isles in the Sea of Marmara. One 
must cross only the Bosphorus to reach Asia 
Minor where I visited a small village called 
Kadikéy. 

I went by air to Vienna for a few days and 
then drove into Yugoslavia. After giving two 
lectures at the University of Slovenia in Ljubl- 
jana, I drove back to Graz, Austria, where I 
visited the orthopaedic clinic and the large reha- 
bilitation center. Crossing the border into Hun- 
gary at Koszeg, I drove to Gyor and on to 
Budapest to lecture for several days at the Bud- 
apest Orthopaedic Clinic, which is well directed 
by the Chief, Dr. A. Glauber. I also visited the 
State Rehabilitation Center for the Treatment of 
Cerebral Palsy and saw one of the finest demon- 
strations of group therapy that I have ever wit- 
nessed, presented under the direction of Profes- 
sor Andreas Peto. 

From Budapest I drove to Bratislava, the 
capital of Slovakia. Here two lectures were given 
in the Komensky University in the Department 
of Orthopaedic Surgery, which is directed by Pro- 
fessor Jan Cervenansky, well known for his work 
on alkaptonuria. 

In Brno, the capital of Moravia, I then spent 
several days visiting orthopaedic and rehabilita- 
tion clinics and had several nice lectures and 
visits with Professor Bedrich Frejka, who will 
soon celebrate his seventieth birthday. His work 
with congenital hip diseases is internationally 
known; many of us use the Frejka pillow in the 
treatment of early congenital hip disease and 
displacement. 

Proceeding by automobile to Prague, I gave 
several lectures in the clinic of the late Professor 
Zahradnicek, now under the direction of Profes- 
sor Miroslav Jaros. My first visit to Czecho- 
slovakia was in 1956; I renewed old acquain- 
tances and saw all of the living corresponding 
members of the American Academy of Orthopae- 
dic Surgery. 

Leaving Prague, I proceeded towards the 
Czechoslovak-German border by way of Pilzen. 
One does not go through Pilzen without spending 
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at least a half day touring the famous Pivo Vary, 
or Pilzen Brewery. One must imbibe at least a 
liter of this famous brew; you have the choice 
of the 12 or 18 per cent alcoholic content. More 
than one of these full steins would necessitate 
your remaining for at least a night in one of the 
well known Pilzen hotels. 

En route to Regensberg, Germany, I visited 
several orthopaedic clinics, and before coming to 
Munich, I stayed one day in Dachau. There I 
visited the infamous Krematorium. I can not 
adequately describe my reactions and will with- 
hold my opinions. 

My journey continued on to Innsbruck, the 
most beautiful Austrian city in the Tyrol, where 
I visited my daughter, who was staying there 
with an Austrian family for the summer. From 
there I drove to Lichtenstein and then to Zurich, 
Switzerland, where I spoke before the Association 
for Traumatology and the Treatment of Fractures 
and was elected to active membership in this 
Swiss society. I remained there four days touring 
the country with a well known traveling surgeon 
who operates in 12 hospitals. Scientifically, this 
was the most interesting part of my trip. 

The trip home by air was uneventful. In 38 
days I had covered some 20,000 miles or more, 
of which I drove 2,500. Since 1948 I have visited 
32 countries; this was my ninth trip to the Euro- 
pean continent and the fifth to the eastern coun- 
tries. It was, however, my first visit to Hungary, 
and never have I been treated with greater hos- 
pitality. Last summer I visited Bulgaria and in 
1956 I spent one month in Russia. I have been 
in Poland and Czechoslovakia on two occasions 
and have visited Yugoslavia five times. Of all my 
trips, I think that this perhaps was the most inter- 
esting for with the experience of a seasoned 
traveler I could easily perceive those signs which 
are necessary to feel the pulse of a country. At 
no time were restrictions imposed upon me any- 
where and I had freedom to drive as I chose. 

American surgeons can travel practically any- 
where in the world, as you can see by the outline 
of my itinerary. Countries such as Bulgaria, 
Hungary, Czechoslovakia and Yugoslavia will 
invite American surgeons to participate in scien- 
tific programs. On many occasions, however, 
these invitation either have not been acknowl- 
edged or engagements usually have not been ful- 
filled after acceptance of the invitations. Such 
refusals or neglect are ofttimes interpreted as in- 
sults and unless the people are certain the invita- 
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CONTROL 


VERTIGO, DIZZINESS... 
AND 
ELEVATE THE 
MOoOoD 





with Dramamine-D 


brand of dimenhydrinate with dextro-amphetamine sulfate 


“Disturbances of balance resulting from vestibular disorders have long been known to lead 
to severe anxiety.’’* 

Vertigo—whether of organic or functional origin—tends to leave depression in its wake. 
Dramamine-D is a therapeutic combination designed for treatment of the entire vertigo- 
reaction syndrome. Each tablet contains dimenhydrinate (50 mg.) to control dizziness, 
and dextro-amphetamine sulfate (5 mg.) to elevate the mood. 

*Pratt, R. T. C., and McKenzie, W.: Anxiety States Following Vestibular Disorders, Lancet 2:347 ‘Aug. 16) 1958. 
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tions will be accepted and the guest will present 
himself, they are seldom extended. 

Sincerely yours, 

Irwin S. Leinbach, M.D. 


July 24, 1959 
Dear Dr. Richardson: 


The Medical and Chirurgical Faculty of the 
State of Maryland (Maryland State Medical As- 
sociation) has, for many years, expressed concern 
over the inroads the Veterans Administration Hos- 
pitals are making into the realm of the private 
practice of medicine. In order to combat the 
fantastic growth of treatment of non-service con- 
nected ailments of veterans, the Faculty has 
passed many resolutions condemning this practice 
and urging that something concrete be done to 
curtail or stop this insidious growth. 

The Faculty’s House of Delegates at its 1959 
Annual Meeting passed a_-resolution that all com- 
ponent medical societies of the American Medical 
Association be contacted and urged to support 
the Faculty’s stand in this respect. 

As a result of a letter sent to every A.M.A. 
component medical society, eleven answers have 
been received all in the affirmative. 

It is anticipated that other societies wil] also 
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reply in the affirmative and that full support to 
this projected concerted action will be forthcom- 
ing from them as well. 

I sincerely hope that you will see fit to publish 
this letter and alert your readers to the steps that 
are being contemplated along these lines, not the 
least of which is the hope that an appropriate 
resolution will be introduced in the A.M.A.’s 
House of Delegates at its clinical session in Dallas 
in December. 

Sincerely, 
Amos R. Koontz, M.D., Chairman 
Committee on Veterans’ Medical Care 
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Realism 


The American doctor’s eternal struggle to 
preserve his professional freedom is now being 
waged in a new arena. Ten years ago, the big 
question was whether medicine could develop a 
viable prepayment program by its own voluntary 
effort, aided by labor, management and _ local 
community leaders. The alternative then was the 
threat of compulsory health insurance, govern- 
mentally operated and controlled. 

In some segments of our economy today, both 
labor and management are showing a lively in- 
terest in providing medical care through a “‘closed 
panel” program, in which free choice would be 
limited, fee-for-service would be replaced by 
salaries or capitation payments, and the direct 
personal responsibility of the physician would be 
subordinated by collective controls. 

The American Medical Association has ac- 
knowledged the legitimacy of these alternative 
programs and the right of the patient to choose 
the pattern or plan through which he wishes to 
prepay his medical care. This is realism. 

But it is also “REALISM” when physicians 
realize that ultimately the traditional pattern of 
medical service can be preserved only if patients 
find that it meets their vital needs better than 
any other program. Again Blue Shield must offer 
the widest possible choice of programs as an 
economic partner to the private practice of medi- 
cine. 

Blue Shield offers the best—and only—instru- 
ment through which physicians can control the 
economy of medicine and determine the shape 
of medical practice in the future. 








Fiber of skeletal muscle in spasm 


Methocarbamol Robins U.S. Pat. No. 2770649 TABLETS 


Summary of six published clinical studies: ° e Highly potent—and long acting."”* 
ROBAXIN BENEFICIAL IN 92.4% OF 
SKELETAL MUSCLE SPASM CASES 


NO. 
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“marked” moderate 6 
6 


Carpenter* 33 2 e In ordinary dosage, does not reduce 
jonas 


Forsyth? 58 i. a muscle strength or reflex activity.’ 

Lewis? 38 25 os REFERENCES: 1. Carpenter,E. B.: Southern M.J.51:627, 

O'Doherty & “excellent’’ 1958. 2. Forsyth, H. F.: J.A.M.A. 167:163, 1958. 3. Lewis, 

Shields * 17 14 2 W. B.: California Med. 90:26, 1959. 4. O’Doherty, D. S., 

Park® a: cad “ and Shields, C. D.: J.A.M.A. 167:160, 1958. 5. Park, H. W.: 
J.A.M.A. 167:168, 1958. 6. Plumb, C. S.: Journal-Lancet 


“, ft oe 
Plumb* 60 By 78:531, 1958. 


e Relatively free of adverse 


side effects.””*** 


TOTALS 236 184 34 A. H. ROBINS CO., INC., Richmond 20, Virginia 
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But Blue Shield is only an instrument. The 
understanding, vision and leadership required to 
perfect this instrument—so that it will serve satis- 
factorily the needs of our patients—must come 
from us, acting through our county and state 
medical societies. 





OTHERS ARE SAYING 





At Last A Champion 


A recent article in the Ladies Home Journal, 
by Dorothy Thompson, which was brought to 
my attention, should be refreshing to the medi- 
cal profession, to say the least. Admittedly we 
are prejudiced in favor of such an article, but, in 
our opinion, nevertheless, it presents the most 
objective thinking and writing about the medical 
profession, its allied professions, and institutions, 
that we have encountered in a long time. 

The medical profession has been belabored 
and criticized, with increasing frequency in the 
past years, as being calloused, inhuman, selfish, 
motivated only by the desire to make money, 
caring secondarily only for the health and welfare 
of their patients and the community in which they 
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live. Mrs. Thompson brings out that we should 
consider this to be a compliment. This may be 
true, but over a period of time, such compliments 
are apt to become an irritating abrasion, rather 
than a comforting rub, or a constructive massage 
meant to alleviate some of the underlying path- 
ology. 

There is no one, I think, more aware of our 
shortcomings than ourselves. The public expects, 
and justifiably so, the doctor to be more humane, 
compassionate, understanding, tolerant, and self- 
sacrificing than any of the other professions. 
Each year medicine is becoming more and more 
of a science. Unfortunately, and unnecessarily, 
there is a tendency to gradually lose some of the 
persona] approach and the “art.” This, however, 
is a trend of the times and not necessarily peculiar 
to the practice of medicine. Where is the kindly 
old grocery man who used to anticipate and de- 
liver your grocery needs and give you the five- 
cent bag of candy when you paid the bill on Sat- 
urday night? The era of the “old-time practi- 
tioner” is past and by the same token the health 
needs of the people are being served better today 
than they were then. 

Nevetheless, it is my feeling that we can and 
should pause in our headlong dash for scientific 
achievement in medicine and remind ourselves, 
the medical schools should remind their students, 
the nursing schools should remind their nurses, 
the hospital administrators should remind their 
employees, that people, no matter in what cate- 
gory, are human beings whose recovery, in the 
majority of cases, depends just as much on under- 
standing and the “art” of medicine as all the ad- 
vanced drugs, surgical techniques, and nuclear 
therapeutics in our armamentarium today. 

Robert P. Keiser, M.D., President 
Dade County Medical Association 
The Bulletin 

July 1959 


And So It Is With Man 


When the first adventurous blossom pushes 
its way out in the early spring, tempted by a rare 
warmth, there often comes a sudden chilling of 
the air. How alone, bereft and deserted this little 
messenger of life must seem! But if there should 
enter into its little heart a belief that it has come 
to serve a purpose—to cheer and bless, and make 
life serene and more abundant, would it not be 
comforted? 

(Continued on page 468) 
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Where a poly-unsaturated oil 


is called for in the diet, 


Wesson 
satisfies the most 
exacting requirements 


(and the most exacting palates!) 


More acceptable to patients. Wesson contributes great- 
ly to the palatability of food and, thus, can be important 
in encouraging patients to maintain prescribed restricted 
diets. By the criteria of odor, flavor (blandness) and light- 
ness of color, housewives prefer Wesson.* 


Uniformity you can depend on. Wesson has a poly- 
unsaturated content better than 50%. Only the 
lightest cottonseed oils of highest iodine number are 
selected for Wesson, and no significant variations are 
permitted in the 22 exacting specifications required 
before bottling. 








Economy. Wesson is consistently priced lower than the 
next largest seller, a not unimportant consideration, 
where poly-unsaturated oil is called for. 





Wesson’s Active Ingredients: 

50% to 55% 
Phytosterol (predominantly beta sitosterol) 0.4% to 0.7% 
0.09% to 0.12% 
Never hydrogenated—completely salt free 


Linoleic acid glycerides 


Total tocopherols 











* Reconfirmed by recent tests against the next leading brand with brand 
identifications removed, among a national probability sample. 
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(Continued from page 462) 
What a snug feeling would come to it when 


it knew that it was a messenger, not of the cold 
of wintry winds, but of the warmth of the sun, 
bringing brightness and cheer to a desolate world! 
And so it is with man— 
Through tribulation and many hard things, 
if there dwells within the man the thought of a 
will to do and a purpose to serve, how courageous 
are his battlements, and how hopefully he bears 
his burdens, knowing that he is the messenger of 
usefulness and contentment. 
Author Unknown 
Submitted by James R. McCain, M.D. 
Monthly Bulletin Duval County Medi- 
cal Society 
April 1959. 





STATE NEWS ITEMS 











A five day seminar on Care of Premature In- 
fants has been announced for November 16-20 
at the Premature Demonstration Center, Univer- 
sity of Miami School of Medicine, Jackson Me- 
morial Hospital, Miami. Applications and addi- 
tional information are available from the Bureau 
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of Maternal and Child Health, Florida State 
Board of Health, P. O. Box 210, Jacksonville. 
Zw 
Dr. Jere W. Annis of Lakeland has been ap- 
pointed a member of the State Welfare Board for 
a term ending July 2, 1960 by Governor Leroy 
Collins. 


wt 

Dr. Louis M. Orr of Orlando, President of the 
American Medical Association, was guest speaker 
for the Section on Urology of the 92nd annual 
meeting of the West Virginia State Medical Asso- 
ciation held August 20-22 at White Sulphur 
Springs, Va. Dr. Orr’s subject was “Use of Ra- 
dioactive Au 190 in Carcinoma of the Prostate.” 
He also addressed the final session of the House 
of Delegates. 


aw 
Drs. John T. Benbow of Chattahoochee and 
William M.C. Wilhoit of Pensacola have been 
reappointed as members of the Council on Mental 
Health by Governor LeRoy Collins. 


aw 
Dr. Joseph H. Lucinian of Coral Gables has 
been attending the Ninth International College of 
Radiology in Munich, Germany. While abroad, 
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he visited in Switzerland, Holland, France and 
England. 
Zw 

Dr. Hugh M. Hill has been appointed assist- 
ant professor of obstetrics and gynecology at the 
College of Medicine, University of Florida, 
Gainesville. He formerly held a similar teaching 
position in the Department of Obstetrics and 
Gynecology at the University of North Carolina 
School of Medicine. 


a 

Dr. Edward W. D. Norton has been appointed 
professor and chairman of the Department of 
Ophthalmology at the University of Miami School 
of Medicine. The recently established depart- 
ment was formerly a division of the Department 
of Surgery. Dr. Norton located in Miami in 1958 
as associate professor of ophthalmology. 


Dr. Leon S. Eisenman of Hialeah has been 
appointed a member of the board of directors of 
the Welfare Planning Council of Dade County 
representing the city of Hialeah. 

ee 

Dr. William J. Clough of Tarpon Springs has 

been on an extended trip through France, Italy, 
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Switzerland and Austria. In Vienna, Dr. Clough 
took postgraduate work at the American aoaeicay 
Hospital. 
Sw 

Dr. Francis W. Glenn of Coral Gables, and 
Drs. Lee J. Cordrey and Joseph J. Ruskin of 
Tampa are among the Florida physicians partici- 
pating in the program of the 20th annual meeting 
of the American Fracture Association being held 
November 1-4 at the Roosevelt Hotel in New 
Orleans. The titles of Dr. Glenn’s addresses are 
“Fractures of the Elbow Area” and “Supracondy- 
lar Fractures of the Humerus.” Dr. Cordrey will 
discuss “Fracture of Carpal Bones” and “Carpal 
Navicula Fractures” and Dr. Ruskin “Metatarsal 
Fractures.” 

vw 

Dr. J. Brown Farrior of Tampa participated 
in the program of the recent 25th Postgraduate 
Medical Assembly of South Texas held in Hous- 
ton. The subject of his address was inner ear 
surgery. 


aw 
Dr. Robert L. Tolle of Orlando, president of 
the Orange County Medical Society, has an- 
nounced that the 1960 Southeastern States Cancer 
Seminar will be held in Orlando. The date has 
not been decided upon. This will be the tenth 
biennial Seminar. 
Sw 
Dr. Louis M. Orr of Orlando, President of 
the American Medical Association, was honor 
guest at the president’s reception of the Sixty- 
Fourth Annual Meeting of the Utah State Medi- 
cal Association held September 16-18 at Salt Lake 
City. Dr. Orr was the feature speaker at the 
banquet following the reception. 
Sw 
Dr. Emmet F. Ferguson Jr. of Jacksonville 
represented the Jacksonville Area Chamber of 
Commerce in Moscow while on a recent trip 
abroad. Through the Chamber of Commerce in 
the Russian city, Dr. Ferguson had the oppor- 
tunity to meet physicians and visit clinics, hos- 
pitals and institutes. 
Zw 
Dr. Egbert V. Anderson of Pensacola, presi- 
dent of the Escambia County Medical Society, 
and Dr. Clarence M. Sharp of Jacksonville, direc- 
tor of the Bureau of Preventable Diseases, Florida 
State Board of Health, participated as members 
of the panel for discussion of poliomyelitis at a 
recent public meeting in Pensacola. 
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Meta 


) 


vaginal douche poiwde!l 


Meta Cine represents a carefully designed formula which provides the 
physician with a vaginal douche preparation which safely and effectively 
maintains a clean healthy vagina. 

Meta Cine is a combination of several ingredients clinically established as 
valuable in promoting proper vaginal hygiene. Diluted for use, Meta Cine 
possesses the desired pH (3.5); contains the mucus digestant, papain, which 
dissolves mucus plugs and coagulum; contains lactose to promote growth of 
desirable déderlein bacilJi, and methyl salicylate for soothing stimulation of 
circulation within the vaginal walls. 


Its pleasant, deodorizing fragrance also meets the esthetic demands 

of your patients. . 

Meta Cine is promoted exclusively to the medical profession, and recommends 
itself as your preparation of choice for patients who might otherwise indulge 
in unsupervised self-medication with potentially damaging nonphysiologic 
douches. 

Supplied in 8-oz. containers, and boxes of 30 individual-dose packettes. 

Two teaspoonfuls, or contents of one packette, in 2 quarts of warm water, 
douche as prescribed. 





Printed douching instructions for patients available upon request 


[HB BRAYTEN Pharmaceutical Company e Chattanooga 9, Tennessee 
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Medical Licenses Granted 


Dr. Homer L. Pearson Jr., secretary of the 
State Board of Medical Examiners, has reported 
that of the 395 applicants who took the examina- 
tion of the Board, held June 22-23, 1959 in Miami 
Beach, 350 passed and have been issued licenses 
to practice medicine in Florida. The names and 
addresses of the 350 successful applicants follow: 


Abelson, Donald Samuel, New York (State U. Syracuse 
1953) 

Adickes, Edward James, Bal Harbour (NYU 1946) 

Adlerberg, Howard Milton, Miami Beach (Chicago M. S. 
1959) 

Ainsworth, William Nicholson III, Atlanta, Ga. (Emory 
1959) 

Albritton, David Crockett, Spartanburg, S. C. (M. C. 
Ga. 1959) 

Alecce, Paul Marion, Miami (Georgetown U. 1953) 

Alexander, Gerald Laurence, Brooklyn (Duke 1955) 

Ammons, Charlie Alfonzo, Tampa (Louisiana St. U. 1958) 

Anderson, Harris Renard, Rockford, Ill. (Northwestern 
U. 1950) 

Andrew, Samuel Edwards, Shreveport, La. (U. 
1940) 

Arean, Victor Manuel, Gainesville (U. Madrid 1940) 

Armstrong, Allan LeRoy, Tampa (U. Virginia 1949) 

Arnold, John Ralston, Winter Garden (Emory U. 1959) 

Ashcraft, John Randolph, Fort Lauderdale (Ohio St. U. 
1948) 

Asher, Harold, Atlanta, Ga. (Emory U. 1959) 

Asrael, Gerson, Baltimore (U. Maryland 1959) 

Babcock, Warren Wood Jr., Detroit (U. Mich. 1956) 

Baekeland, Frederick, Miami (Yale U. 1958) 


Tenn. 
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Ball, Thomas Prioleau Jr., College Park, Ga. (Emory U. 
1958) 

Bangasser, Edward Michael, Lancaster, N. Y. (George- 
town U. 1940) 

Barrett, David Laun, Beaufort, S. C. (U. Louisville 1957) 

Barrett, Warren Marshall, Jacksonville (Jefferson 1958) 

Basinger, James Warren, Tampa (U. Arkansas 1958) 

Bass, Robert Thomas, Miami Beach (Northwestern U. 
1959) 

Bass, Shelton Thomas, Charleston, S. C. (Bowman Gray 
1953) 

Batchelder, Theodore Laverne, Jacksonville (U. Kansas 
1950) 

Bayley, John Frederick, Memphis, Tenn. (U. Tenn. 1954) 

Beach, William Roseboro III, Atlanta, Ga. (Emory 1959) 

Beck, Howard James, Miami (U. Lausanne 1956) 

Beehler, Cecil Cook, St. Petersburg (U. Miami 1959) 

Belcher, William Thomas Jr., Decatur, Ga. (Emory U. 
1959) 

Bennett, 
1959) 

Beran, Joseph James, Waterloo, Ia. (Marquette U. 1950) 

Besse, Byron Earl Jr., Tampa (Jefferson 1950) 

Bicknell, Donald Roy, West Palm Beach (Tufts 1955) 

Biddlestone, William Robert, Willowick, Ohio (U. Tenn. 
1948) 

Bleich, Howard Leslic, Boston (Emory U. 1959) 

Block, Rodney Alton, Orlando (Emory U. 1959) 

Bloom, William Herman, Granville, N. Y. (U. Buffalo 
1948) 

Blum, Robert Stuart, Minneapolis (U. Rochester 1959) 

Bonk, George, No. Miami Beach (U. Illinois 1958) 

Bosco, Julius Anthony Sisto, New Orleans (New York 
M. C. 1953) 

Bowen, Edward Gene, Lakeland (Duke U. 1958) 

Bowers, John Alfred, Memphis, Tenn. (M. C. Ga. 1956) 

Bowman, James Preston II, Opa Locka (Emory U. 1959) 

Brice, Anton Melville Jr., Decatur, Ga. (Emory U. 1959) 

(Continued on page 478) 


Garland Prior Jr., Decatur, Ga. (Emory U. 
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Effective clinically in upper respiratory infections, 
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Effective in vitro against the following organisms (isolated from clinical 
infections listed above) : 


Organism Sensitive Resistant % Sensitive 


Staphylococci* 181 99.4 
Streptococci 65 98.5 
D. pneumoniae 14 100.0 
Coliforms 34 91.8 
Proteus 5 50.0 
A. aerogenes 8 100.0 
Ps. aeruginosa ' 5 55.5 


*Includes many strains resistant to antibiotics. 
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development of bacterial resistance with ALTAFUR. 
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(Continued from page 474) 
Britton, John Bayard, Jacksonville (U. Va. 1949) 
Brokaw, Bergon Frank, Miami (U. Miami 1959) 
Brook, Jack, Portsmouth, Va., (New York M. C. 1953) 
Brown, Fred David, Jacksonville (U. Maryland 1959) 
Brown, Garland Richard, Muncie, Ind. (Jefferson 1958) 
Brown, Robin Cotten, New Orleans (Tulane 1959) 


Buckingham, John Ladd, Atlanta, Ga. (Bowman Gray 


1959) 

Burack, Bernard, Riverdale, N. Y. (Creighton U. 1949) 

Burpee, Claude McLeod, Tampa (M. C. Ga. 1956) 

Calman, Carl Hubert David, St. Louis (St. Louis U. 
1950) 

Cameron, William Brooks, Memphis, Tenn. (U. Tenn. 
1952) 

Cammarata, John Mario, Key West (Boston P&S 1947) 

Campbell, Arthur Samuel, Mannheim, Germany (New 
York Med. 1954) 

Cano, Rene Aurelio, Miami (U. Havana 1946) 

Cantor, Jack Leon, Miami Beach (U. Va. 1932) 

Carle, Terry V., Emporia, Kan. (U. Kansas 1958) 

Carter, Harvey Pratt, Ocala (Emory U. 1959) 

Castleberry, Barbara Cordeva, Wauchula (M. C. Ga. 
1957) 

Catasaros, Dimitrios Christy, Coral Gables (U. Zurich 
1956) 

Chamberlain, Eugene Charles Jr., Fort Lauderdale (U. 
Miami 1958) 

Christensen, Ray K., Weirsdale (U. Colo. 1958) 

Christie, John Norton Jr., Washington, D. C. (Duke U 
1957) 

Citron, Adolph Edward, Baldwin, N. Y. (Boston U. 1930) 

Civan, Mortimer Mordecai, Brooklyn (Columbia U 
1959) 

Clark, Richard Barnes, Tampa (U. Arkansas 1958) 

Cleveland, Willard Henry, Buffalo (U. Buffalo 1935) 

Cogen, Stephen Thomas, Brooklyn (New York Med. 
1959) 

Cohen, Edward Philip, Bethesda, Md. (Washington U. 
1957) 
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Cohen, Raymond, Miami (U. Lausanne 1957) 

Cole, Henry Byars, Tallahassee (U. Tenn. 1956) 

Comezanas, Victor Manuel, Miami Beach (U. Havana 
1953) 

Cooley, James Keats, Herkimer, N. Y. (Coll. Med. Evang. 
1958) 

Cooper, Edward Irvin, Philadelphia (Jefferson 1957) 

Courts, Andrew Johnson, Miami (U. No. Carolina 1958) 

Cowan, Thomas Warner, Houston, Texas (U. Md. 1955) 

Crage, Paul Francis, Sarasota (Emory 1959) 

Culberson, Jerry D., St. Petersburg (Ohio St. U. 1958) 

Cullen, Stanley Irwin, St. Petersburg (U. Miami 1959 

Culpepper, George Harlin Jr., Orlando (U. Miami 1959) 

Curtiss, Charles Edward, Winter Haven (Washington U. 
1953) 

Cypress, Eileen, Miami (U. Miami 1959) 

Daniel, Thomas Martin, Jacksonville (U. Miami 1959) 

Deep, William Daniel, Richmond, Va. (M. C. Va. 1959) 

Deitch, Ronald Stuart, Washington, D. C. (G. Washing- 
ton U. 1958) 

DeLaughter, George Dewey Jr., Durham, N. C. (Duke U. 
1954) 

Delman, Martin, Jamaica, N. Y. (St. U. New York 1958) 

Dillard, Gregory Morris Jr., Emory U., Ga. (Emory U. 
1959) 

Dimon, Joseph Homer III, Columbus, Ga. (Columbia U. 
1953) 

Dominguez, Gerald Henry, Tampa (Tulane 1959) 

Doyle, Richard Stewart, Jackson, Miss. (U. Tenn. 1954) 

Drake, Ellery Theodore, Williamson, W. Va. (Harvard 
1942) 

Eckert, William Gamm, Tampa (NYU 1952) 

Ehringer, Gerald Lawrence, Jacksonville (Tulane 1956) 

Eissman, Robert Carleton, Winter Haven (Indiana U. 
1957) 

Elliott, Larry Paul, Gainesville (U. Tenn. 1957) 

Engstrom, George Alfred, St. Petersburg (Duke 1959) 

Erde, Allan, Jacksonville (U. Penn. 1959) 

Escalante, Carlos Cartaya, Tampa (U. Miami 1959) 
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an uncommon antibiotic for common infections 


Provides fast, high blood and tissue concentrations—plus an unpar- 
alleled safety record. Erythrocin is available in easy-to-swallow 
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for intravenous and intramuscular use. cc) 
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Evenhouse, Henry John, Orlando (Northwestern U. 1956) 

Fernandez, Anthony Alvaro, Tampa (U. Miami 1958) 

Feyer, Horst Walter, Miami (Johannes Guttenberg U. 
1950) 

Fisher, Grant Tracy, Lackawanna, N. Y. (U. Buffalo 
1925) 

Fisher, John Adam, Dunnellon (U. Miami 1959) 

Fitton, Richard Howorth Jr., Amarillo, Tex., (Boston 
U. 1954) 

Flavan, David Brislin, Venice (St. Louis U. 1927) 

Floyd, Richard Dudley, Durham, N. C. (Yale 1952) 

Flynn, Emmett William Jr., Tallahassee (Tulane 1959) 

Foley, Michael Joseph, Clarksburg, W. Va. (U. Maryland 
1952) 

Foley, Philip James, Chicago (Northwestern U. 1951) 

Forbes, James Davis, Ocala (Emory U. 1959) 

Fortner, Billy Wilton, Tampa (Med. Coll. So. Carolina 
1958) 

Fox, Frederick Jay Jr., Clermont (U. Penn. 1959) 

Frank, Paul Emerson, Philadelphia (Jefferson 1956) 

Freier, Eugene Herman, Orlando (U. Michigan 1958) 

Friedman, Alan Jay, Brooklyn (Harvard 1959) 

Fuller, Henry Jr., Lakeland (U. Miami 1959) 

Furr, Glen Eugene, Fort Walton Beach (U. Texas, South- 
western M.S. 1956) 

Fuzzard, James Scott, Atlanta, Ga. (Emory U. 1959) 

Gallo, Henry Dario, San Francisco (U. Miami 1959) 

Galloway, Dolph Vernon, Daytona Beach (U. Tenn. 
1925) 

Gardy, Harvey H., Hollywood (Tulane 1959) 

Garner, Ronald Smith, Sanford (U. Miami 1959) 

Gibbs, Donald Charron, Miami (U. Miami 1959) 

Gilbert, Michel George, Hollywood (NYU—Bellevue 
1952) 

Glass, Frederick William, Winston-Salem, N. C. (Bow- 
man Gray 1950) 

Glass, Roy Seymour, Miami Beach (U. Geneva 1955) 

Godbold, Wayne Lewis, Winter Garden (Emory U. 1959) 

Golden, Boris Albert, Niagara Falls, N. Y. (U. Buffalo 
1940) 
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Goldfield, Elton Gordon, Miami (U. Miami 1959) 

Goodman, Harold, Chicago (U. Illinois 1949) 

Gorman, Jerome Davis, Lakeland (Georgetown U. 1959) 

Green, Causey Stanton, Hempstead, N. Y. (U. Miami 
1959) 

Greenberger, Alex Mordecai, Coral Gables (Chicago M. S. 
1954) 

Greer, Pedro Jose, Miami (U. Madrid 1957) 

Griffin, Richard Madison, Decatur, Ga. (Emory U. 1959) 

Hadden, Edwin Eugene Jr., Madison (U. Miami 1959) 

Hagedorn, Clem William, Miami (U. Nebraska 1947) 

Hale, William Easley, Aldan, Pa. (M. C. Virginia 1958) 

Hamilton, Paul Bunker, Miami (So. Western M. S. U. 
Texas 1958) 

Hardman, William Miller, Lake Wales (Emory U. 1959) 

Harris, Allan Harvey, Cleveland (U. Miami 1959) 

Haswell, Forrest Moseley, Jacksonville (U. Rochester 
1941) 

Hausman, Sanford Albert, Brooklyn (N.Y.U. 1959) 

Hawkins, Edith Petrie, Decatur, Ga. (Emory U. 1959) 

Hawkins, Walter Rex, Decatur, Ga. (Emory U. 1959) 

Hayes, James Franklin Jr., Jacksonville (U. Tenn. 1958) 

Heaton, Wendell Carlos Jr., Tallahassee (U. Miami 1959) 

Hennessey, Thomas Crompton, St. Petersburg (New 
York M. C. 1958) 

Hildebrandt, Richard John, Fort Lauderdale (Duky U. 
1959) 

Hill, Gordon Edmond, Plantation (St. U. New York 
1956) 

Hinckley, Ralph Herrick, Belmont, Mass. (Harvard 1957) 

Hines, John David, Coral Gables (Bowman Gray 1959) 

Hochberg, Bernard Marty, Atlanta, Ga. (Emory U. 1959) 

Hogle, Glen Sanford, Troy, Ohio (U. Cinn. 1951) 

Holly, James Jr., Winter Park (U. Miami 1959) 

Hunter, Burke Merren, Miami (U. Miami 1959) 

Jacobs, Daniel Murray Jr., Daytona Beach (Duke U. 
1959) 

Jacobs, Warren Allan, Miami Beach (Louisiana St. U. 
1958) 

(Continued on page 486) 
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provides therapeutic sulfa levels for 24 hours... 
Highly soluble in acid and alkaline media... 
rapidly absorbed, producing fast, effective 
plasma-tissue concentrations sustained for the 
entire day. Simple, single 0.5 Gm. daily dose 
minimizes patient dosage confusion. At least 
equivalent to 4 to 6 Gms. daily of previous 
sulfonamides. Does not produce renal 
complications.’ 


with low incidence of sensitivity reactions... 
KYNEX is extremely low in toxic potential.” * 
Cutaneous or other objective sensitivity 
reactions are rare, as demonstrated in a large 
scale evaluation of clinical toxicity.2 Also minor 
subjective reactions are less likely to develop 
when the recommended dosage is used. 


Dosage: Adults, 0.5 Gm. (1 tablet) daily following an initial 
first-day dose of 1 Gm. (2 tablets). 


TABLETS, 0.5 Gm., Bottles of 24 and 100. 


also available—KYNEX Acetyl Pediatric Suspension, cherry- 
flavored, 250 mg. sulfamethoxypyridazine activity per tea- 
spoonful (5 cc.). Bottles of 4 and 16 fi. oz. 


1. Editorial, New England J. Med. 258:48, 1958. 
2. Vinnicombe, J J.: Antibiotic Med | & Clin. Ther. 5:474, 1958. 
3. Sheth, U. K., et al.: al.: Ibid. p. p. 604, 1958. 


for improved control 
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Jacobson, Thomas Ernest, Wichita, Kan. (Howard U. 
1956) 

James, Marvin, San Francisco (N. Y. U. 1952) 

Janssen, Benno Jr., Charlottesville, Va. (U. Virginia 
1954) 

Jenkins, Robert Henry, St. Petersburg (U. Miami 1959) 

Johnson, Rufus Julian, Atlanta, Ga. (Emory U. 1959) 

Jones, Franklin Delano, Jacksonville (Louisiana St. U. 
1958) 

Jones, Oliver Lee Jr., Miami (U. Miami 1959) 

Julien, Bruce Alan, Miami Beach (U. Miami 1959) 

Julien, Richard Arnold, Miami Beach (U. Miami 1959) 

Kalenscher, Alan Jay, Bronx, N. Y. U. 1949) 

Kandell, Howard Noel, Philadelphia (Tulane 1959) 

Katzin, David Simon, Hollywood (U. Miami 1959) 

Keller, Robert Henry, Grand Rapids, Mich. (Vanderbilt 
U. 1959) 

King, Robert England, Bradenton (Emory U. 1959) 

Kirkconnell, Waite Scott, Tampa (Tulane U. 1959) 

Knight, Peter Oliphant IV, Tampa (Tulane U. 1959) 

Knowles, Henry Angus McKinnon, Blountstown (U. 

Miami 1959) 

Kupsinel, Roy, Fort Benning, Ga. (U. Miami 1959) 

Kyler, Stephen Leo, Pittsburgh (U. Bratislava 1936) 

Lancaster, Robert James, Lakewood, Ohio (St. Louis U. 
1954) 

La Rosa, Frank Joseph, Pitman, N. J. (Creighton U. 
1937) 

Lawton, George Marion, Pensacola (Wayne St. U. 1959) 

Lazarra, Ralph, Tampa (Tulane U. 1959) 

Leake, Frank, Baltimore (Johns Hopkins U. 1954) 

LeDrew, Lloyd Silverthorn, Miami (Tulane U. 1959) 

Lee, Joseph James, Louisville, Ky. (U. Louisville 1950) 

Lee, Robert Elliott, Bethesda, Md. (U. Miami 1959) 

Lehr, David Edward, New York (St. Louis U. 1954) 

Leider, Irwin, San Antonio, Tex. (U. Miami 1959) 

Levine, Sydney, Miami Beach (U. Miami 1959) 

L’Heureux, Henry Peter Joseph Jr., St. Petersburg (Loui- 
siana St. U. 1958) 
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Lindberg, Dale Kenneth, Uhrichsville, Ohio (Ohio St. U. 
1953) 

Linwood, Richard Arnold, Bellmore, N. Y. (Columbia U. 
1959) 

Lorincz, Andrew Endre, Gainesville (U. Chicago 1952) 

Lowrey, Willa Dean, Miami (U. Miami 1959) 

Loynaz, Nestor Augusto, Miami (U. Havana 1950) 

Lustgarten, Barbara Sue, Hollywood (U. Miami 1959) 

Lyle, William Bryan Jr., Jacksonville (Louisiana St. U. 
1958) 

MacDonald, Jack Watt, Tampa (Emory U. 1958) 

MacGregor, Howard Street, Fairfield, Ala. (M. C. Georgia 
1953) 

McConville, Edward Benedict, Miami (Jefferson 1944) 

McCranie, Peter Adams, Atlanta, Ga. (Emory U. 1959) 

McHenry, Laudie Elbert Jr. Jacksonville (Vandebilt U. 
1953) 

McKenzie, Doris, South Miami (U. Miami 1959) 

McKenzie, William Joseph Jr., Atlanta, Ga. (M. C. Geor- 
gia 1956) 

McKnight, William Joseph, St. Petersburg Beach (U. 
Pittsburgh 1957) 

McRae, Barney English Jr., Jacksonville (U. Miami 1959) 

Madison, James Buford III, Miami (Tulane U. 1959) 

Magoon, Robert Corneilus, Miami (U. Miami 1959) 

Mandel, Samuel S., Miami (Chicago M. S. 1958) 

Markiewicz, Stanley Sextus, Cdral Gables (Loyola U. 
1926) 

Marlowe, James Milton, Jacksoriville (U. Miami 1959) 

Massari, Franklin Stephen, Tampa (Georgetown U. 1958) 

Mathews, Wayne Stanley, Decatur, Ga. (Emory U. 1959) 

Matlin, Jordon Sanders, Miami (Leiden U. 1957) 

Melton, James David Jr., Atlanta, Ga. (Emory U. 1959) 


Menzies, Donald Stuart Jr., Sarasota (U. No. Carolina is 


1959) 
Meyer, Roger Allen, Jacksonville (U. Minn. 1958) 
Michaelos, Louis John, Atlanta, Ga. (U. Miami 1959) 
Miller, Daniel Herzl, Miami Beach (U. Miami 1959) 
Miller, Donald Wesley, Grand Forks, N. D. (U. Nebraska 
1938) 
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f CASE HISTORY OF AN ARTHRITIC 


4 
A 
. 





: “Age: 55 Sex: Male Race: White 





Diagnosis: Rheumatoid arthritis. 
Previous Therapy: : 
40 mg. triamcinalone per day. 


Complicating States: 
Duodenal ulcer, steroid intoxication. 


Current Therapy: ARTHROPAN Liquid. 


Results: The patient improved on 
ARTHROPAN and "...is now on Choline 
Salicylate [ARTHROPAN] alone and 
has returned to work." 

















ie 





SUPPLIED: 8 and 16 oz. bottles. 
Each ml. of ARTHROPAN Liquid contains 
174 mg. of Choline Salicylate. 
Each teaspoonful (5 ml.) contains 870 mg. 
of Choline Salicylate. 


1. Clark, G.M.: Personal Communication, 1958. 


_ARTH ROPAN" 


BRAND OF CHOLINE SALICYLATE LIQU I D 





: Ihe Rurduce Frederick Ce CEDICATED TO PHYSICIAN AND PATIENT SINCE 1892 > 
. NEW YORK 14,N.Y. | TORONTO1,ONTARIO : 


: ©Copyright 1959, The Purdue Frederick Company 
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Miller, Jordan Emanuel, Miami Beach (U. Tenn. 1958) 
Miller, Robert Rham, Franklin Sq., N. Y. (New York 
M. C. 1959) 
Mitchell, Calvin Harrison, Durham, N. C. (Duke U. 1933) 
Mitchell, William Clay, Atlanta, Ga. (Emory U. 1954) 
Mixson, Charles Andrew, Birmingham, Ala. (Med. Coll. 
Alabama 1958) 
Mladick, Richard Anthony, Chicago (Northwestern U. 
1959) 
Montgomery, James Augustin, Jacksonville (Tulane U. 
1958) 
Moore, Gene, Bartow (Vanderbilt U. 1954) 
Moore, Irwin Bernard, Durham, N. C. (Duke U. 1958) 
Moore, Marcus McDuffie, Durham, N. C. (Duke U. 1959) 
Moore, Richard Ben, Indianapolis (Indiana U. 1952) 
Moorhead, Frank Albert, Lutz (U. Miami 1959) 
Morris, John William III, Atlanta, Ga. (Emory U. 1959) 
Moseley, Dayton Lee Jr., New Orleans (Louisiana St. U. 
1943) 
Moseley, James Edward, Raiford (U. Tenn. 1950) 
Murguia, Lorenzo, Key West (U. Miami 1959) 
Murphree, Henry Bernard Scott, Miami (Emory U. 1959) 
Mutter, Charles Bernard, Miami Beach (U. Miami 1959) 
Naness, Sidney, Miami Beach (U. Miami 1959) 
Neuwirth, Robert Samuel, New York (Yale U. 1958) 
Nevyas, Herbert Julian, Philadelphia (U. Penn. 1959) 
Nicholson, Charles Preston Jr., Atlanta, Ga. (U. Tenn. 
1958) 
Norton, Barry Parker, Durham, N. C. (Duke U. 1959) 
Olsen, Julian Ole Jr., Mobile, Ala. (Tulane U. 1958) 
Olsen, Oluf Edwin, Maitland (Coll. Med. Evang. 1958) 
Peagler, Charles Gerald, Baltimore (M.C. Ga. 1952) 
Perdomo, Octavio Jorge, Miami (U. Havana 1938) 
Pickett, Wilbur Crafts Jr., Gainesville (U. Maryland 
1956) 
Pierson, Henry Earl Jr., Chipley (U. Tenn. 1959) 
Poole, Catherine Ann, Coral Gables (U. Oregon 1958) 
Popovich, Paul John, Great Falls, Mont. (St. Louis U. 
1951) 
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Purcell, Jack Henry, St. Petersburg (Indiana U. 1947) 

Rapaport, Stanley Leon, Fern Park (U. So. Calif. 1955) 

Rapperport, Alan Sherwin, Miami (Tulane U. 1959) 

Rauschenberger, David Schenck, Orlando (U. Pittsburgh 
1958) 

Ray, Larry Graydon, Decatur, Ga. (Emory U. 1959) 

Raymond, George David, Chapel Hill, N. C. (Harvard 
1959) 

Raymond, Harry Paul Jr., Vandenberg AFB, Calif. 
(Johns Hopkins U. 1950) 

Raymond, Thomas Francis, Daytona Beach (U. Penn. 
1959) 

Renfroe, Samuel Leon, Jacksonville (Vanderbilt U. 1959) 

Richards, George Llewellyn, Miami (Temple U. 1952) 

Richardson, John Robert Jr., Miami (Emory U. 1954) 

Rivera Trujillo, Antonio, Lake City (Georgetown U. 1950) 

Roggenkamp, Milton Warren, Bradenton (Indiana U. 
1952) 

Rosenthal, Jerome, Brooklyn (Harvard 1959) 

Roth, Abraham David, Miami (Johns Hopkins U. 1957) 

Ruffin, William Cain Jr., Gainesville (U. No. Carolina 
1955) 

Sack, Josua, Coral Gables (U. Leiden 1956) 

Sacrinty, Nicholas William, Jacksonville (Bowman Gray 
1952) 

Sagerman, Robert Howard, Rome, N. Y. (N. Y. U. 1955) 

Salitsky, Sherwood Norman, Camden, N. J. (Hahnemann 
1957) 

Sandberg, Douglas Herbert, Coral Gables (Bowman 
Gray 1955) 

Sanders, Marilyn Miller, Miami (U. Louisville 1958) 

Schalk, Herman Albert, St. Louis (Indiana U. 1957) 

Schroeder, Henry Fred, Miami (New York M. C. 1958) 

Schwimmer, Walter Barton, Brooklyn, (N.Y.U.-Bellevue 
1959) 

Scott, Thomas Irving, Columbus, Ga. (Emory U. 1959) 

Seidell, Martin Ambrose, Orlando (Indiana U. 1946) 

Serros, Robert Nicholas, New Orleans (U. Miami 1959) 

(Continued on page 494) 
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CALURIN 


STABLE SOLUBLE CALCIUM-ACETYLSALICYLATE-CARBAMIDE 





Particle-induced . ulceration — section through 
lesion found in gastrectomy specimen. An aspirin 
particle was found firmly imbedded in this under- 
mined erosion. Such lesions may be associated 
with the relative insolubility of aspirin, which 
remains in particulate form after dispersion in 
gastric contents. 


Calurin, being freely soluble, is promptly avail- 
able for absorption into the systemic circulation. 
Salicylate blood levels in 12 subjects receiving 
both Calurin and plain aspirin were found to rise 
more than twice as high within ten minutes fol- 
lowing Calurin. Also, these levels persisted 
higher for at least two hours." 


CALURIN is the aspirin of choice, especially 
when high-dosage, long-term therapy is indicated: 


1 High solubility forestalls gastric irritation or damage. This advantage 
is of special importance in arthritis and other conditions requiring 


FS nigh-dosage, long-term therapy. 


2 Produces high salicylate blood levels rapidly for prompt analgesic, 


anti-pyretic, anti-arthritic effect. 


3 Sodium-free — for safer long-term therapy. 

4 Flavored: can be chewed or dissolved in the mouth without. water if 
desired — an advantage for patients requiring aspirin administration 
during the night and for pediatric patients. 


Dosage: Each tablet of Calurin is equivalent to 300 
mg. (5 gr.) of acetylsalicylic acid. For relief of pain 
and fever in adult patients, the usual dose’ of Calurin 
is 1 to 3 tablets every 4 hours, as needed; in arthritic 


fever, 3 to 5 tablets 4 or 5 times daily. For children 
over 6 years, the usual dose is 1 tablet every 4 hours; 
for children 3 to 6 years, ¥2 tablet every 4 hours, as 
required. Not recommended for children under 3. 





states, 2 or 3 tablets 3 or 4 times daily; in rheumatic 


REFERENCES: 1, Waterson, A. P.: Aspirin and gastric haemorrhage, Brit. M. J. 2:1531, 1955. 2. Douthwaite, A. H., and Lintott, 
G. A. M.: Gastroscopic observation of the effect of aspirin and certain other substances on the stomach, Lancet 2:1222, 1938. 
3. Editorial Comments: The effect of acetylsalicylic acid (aspirin) on the gastric mucosa, Canad. M. A. J. 80:47, 1959. 4. Muir, 
A., and Cossar, |. A.: Aspirin and ulcer, Brit. M. J. 2:7, 1955. 5. Muir, A., and Cossar, |. A.: Aspirin and gastric haemorrhage, Lancet 
1:539, 1959. 6. Schneider, E. M.: Aspirin as a gastric irritant, Gastroenterology 33:616, 1957. 7. Bayles, T. B., and Tenckhoff, 
H.: Salicylate therapy in rheumatic diseases, Scientific Exhibit, Ann. Mtg. A. M. A., San Francisco, Calif., June, 1958. 8. Batter- 
man, R. C.: Comparison of buffered and unbuffered acetylsalicylic acid, New Eng. J. M. 258:213, 1958. 9. Cronk, G. A.: Laboratory 
and clinical studies with buffered and nonbuffered acetylsalicylic acid, New Eng. J. M. 258:219, 1958. 10. Editorial: Aspirin 
plain and buffered, Brit. M. J. 1:349, 1959. 11. Smith, P. K.: Plasma concentration of salicylate after the administration of 
acetylsalicylic acid or calcium acetylsalicylate to human subjects, Report submitted to Smith-Dorsey from Dept. of Pharma- 
cology, Geo. Washington Univ. School of Medicine, Washington, D. C., Sept. 5, 1958. Frnacemann 


SMITH-DORSEY e a division of The Wander Company « Lincoln, Nebraska 
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Shane, Ronald William, Miami Beach (Temple U. 1958) 

Shaver, Edward Franklin Jr., Bonifay (Tulane U. 1959) 

Sigel, Bernard, Miami (U. Texas 1953) 

Sincox, Francis John Jr., Valley Stream, N. Y. (Emory 
U. 1958) 

Smith, Charles Frank Jr., New Orleans (Tulane U. 1959) 

Smith, Oren Rudolph Jr., Jacksonville (Tulane U. 1959) 

Smith; Tim Murphy, Savannah, Ga. (U. Miami 1959) 

Solomon, James Wolfe, Miami (U. Miami 1959) 

Stambaugh, Reginald Jack, West Palm Beach (U. Miami 
1959) 

Stathis, Anthony Lucido, Miami Springs (U. Miami 1959) 

Stemle, Duane Leo, Indianapolis (Indiana U. 1958) 

Stoneburner, John Moore, Richmond, Va. (M. C. Vir- 
ginia 1950) 

Tarr, Eric Gordon, St. Petersburg (Coll. Med. Evang. 
1958) 

Taul, Esrael Jay, Miami Beach (Louisiana St. U. 1958) 

Tausend, Stanleigh Sydney, New York (U. Cinn. 1925) 

Taylor, Thomas Lee, Jacksonville (Cornell 1953) 

Thomas, Martin Alfred, Tampa (Indiana U. 1952) 

Tienstra, Joseph Edward, Lake City (U. Illinois 1954) 

Tindall, John Philip, Kissimmee (Duke U. 1959) 

Tobin, Wayne Ernest, Miami Beach (Tulane U. 1959) 

Tolbert, Robert Daniel, Tampa (Indiana U. 1958) 

Touger, Norman, Bronx, N. Y. (U. Geneva 1956) 

Townsend, James Joye, Jacksonville (Duke U. 1956) 

Trimby, Robert Hosea, Fort Lauderdale (U. Michigan 
1940) 

Truly, Harry Lydmore Jr., Orlando (Tulane U. 1949) 

Tweed, Clyde Gilbert, Gainesville (Duke U. 1958) 

Vaile, Victor Edward III, Galveston, Tex. (Ohio St. U. 
1959) 

Van Cleve, Robert Baldwin, Jacksonville (Columbia U. 
1958) 

Verner, John Victor Jr., Durham, N. C. (Duke U. 1954) 

Villoch, Claudio Rapado, Miami (U. Havana 1953) 

Vinson, Robert Harrell, Gainesville (U. No. Carolina 
1954) 
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Vinton, Richard Allen Jr., Venice (U. Virginia 1955) 

Wachal, John Henry, Englewood (U. Nebraska 1958) 

Wallace, William Davies Jr., Washington, D.C. (Jeffer- 
son 1953) 

Walter, Eugene Paul, Warrington (Tulane U. 1958) 

Wasselle, Gerard William Andrew, Bethesda, Md. (U. 
Miami 1959) 

Watt, Russell Hyde, Marshalltown, Ia. 
U. 1959) 

Watts, Jerald Lee, Atlanta, Ga. (Emory U. 1959) 

Webster, George Davis Jr., Miami (Western Reserve U. 
1948) 

Weiffenbach, Eugene Jon, Clearwater (Tulane U. 1959) 

Weinstein, Philip Jr., Miami (Washington U. 1956) 

Weir, Robin Slane, Delray Beach (U. Miami 1958) 

Weybright, Dorthea Margaret, Detroit (U. Oregon 1951) 

Wheat, Myron William Jr., Gainesville (Washington U. 
1951) 

White, Hayes MacMurry Jr., Asheboro, N. C. (Duke U. 
1945) 

White, Henry Chandler Jr., Augusta, Ga. (M. C. Georgia 
1959) 

Whitehurst, James Ray, West Palm Beach (U. Miami 
1959) 

Whitney, Randall Brooks, Jacksonville (Tulane U. 1959) 

Wilhelm, Daniel Arthur, Miami (U. Miami 1959) 

Williams, Claude McKnight, Memphis, Tenn. (U. Tenn. 
1949) 

Williams, Jay Dayton Jr., Atlanta, Ga. (Emory U. 1959) 

Williams; John L. Jr., Decatur, Ga. (Emory U. 1959) 

Williams, Robert Leon, Gainesville (Albany M. C. 1946) 

Wilson, Creighton Lemaster, Miami (U. Tenn. 1954) 

Wilson, Ohlen Rudolph, Alma, Ga. (M. C. Virginia 1954) 

Witus, Warren Saul, Surfside (U. Michigan 1952) 

Wolf, Sheldon Mark, New York (Columbia U. 1959) 

Wolff, Floyd, Hollywood (Northwestern U. 1959) 

Wollin, Ernest, Miami (Northwestern U. 1958) 

Wood, Roy Stanley, Durham, N. C. (Duke U. 1958) 

Wynn, Mark Francis, Miami (U. Miami 1959) 


(Northwestern 
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. at MEDICAL SUPPLY CO.! 


Lease your equipment and save your cash! Check with your Medical 
Supply representative on the new way to outfit your office or modernize 
your facilities. It’s simple—just have the equipment you need delivered 
and pay a monthly rental fee. Let us show you how to save money 


and have the finest facilities at the same time . . . you'll be amazed! 


Medical Supply Company 


Jacksonville — Orlando — St. Petersburg — Gainesville 
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Steady now... up and over... 


“Good for you!” 


BEAUTIFUL JUMP! Arid you made it look 

so very easy. Good time now to rest... relax... 
toast the moment with a good glass of beer. 
Nothing, you know, is so rewarding. Beer's 
bright, light refreshing. And no other beverage 
is so right on so many different occasions. 

It really picks you up, too. 


Beer Belongs —to the fun of living! 





: United States Brewers Foundation 


Seou™ CHARTERED 1862 
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Beer’s rich in wonderful, 
healthful things. Nature’s 
own choice barley malt, 
hops, minerals, and the 
purest water. Good whole- 
some beer or ale perks you 
up—won't let you down. 
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Youmans, Comer Roger Jr., Atlanta, Ga. (Emory U. 


1959) 


Youmans, Paul Lee, North Augusta, S. C. (M. C. Georgia 


1958) 
Zane, Sheldon, Miami (U. Miami 1959) 


Zelickson, Alvin Sheldon, Minneapolis (U. Minn. 1955) 
Zippert, George John, Oneida, N. Y. (Hamburg U. 1934) 





BIRTHS AND DEATHS 











Marriages 


Dr. Fred Mathers of Orlando and Miss Mary Parker 
McCraw of Orlando were married there August 14, 1959. 
Dr. Elmer H. Gillespie of Clearwater and Mrs. 
Patricia M. Branch of Clearwater were married there 


June 13, 1959. 


Deaths — Members 
Darrow, Anna A., Coral Gables.................... July 
Ferlita, Americo J., Tampa.....................0.:. July 
Kass, Paul N., North Miamii............................ May 
Norman, Estella G., Davis City, Iowa........ July 
Rowntree, Leonard G., Miami Beach............ June 
Deaths — Other Doctors 

Adams, Charles C., Atlanta, Ga..................... April 
Braunlin, Carl Gustave, Portsmouth, Ohio....July 
Dixon, William H., 

Ps TE, Coovsccccccnecssccesicsssnsets January 
Howard, Frank Davis, Leesburg................... May 


Sayre, Bernard Edward, Chicago, Ill........ March 
Powers, Earl J., 


Winston-Salem, N. C. .............00.00: September 
Thornbury, Richard Henry, 

een eee January 
Wright, Victor H., Ocala...........00.0000.. January 


22, 
26, 


28, 
2, 


21, 


7; 
18, 


1959 
1959 
1959 
1959 
1959 


1959 
1959 
1959 
1959 
1959 
1958 


1959 
1959 
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NEW MEMBERS 








The following doctors have joined the State 
Association through their respective county medi- 
cal societies. 


Anderson, Hildreth V. II, Mascot, Tenn. 
Belding, Warren L., Orlando 

Benet, Armando F., Tampa 

Corey, Arthur E., Orlando 

Craig, Louis C., Pompano Beach 
Damron, John R., Ft. Lauderdale 
Dever, Richard C., Miami 

Haley, Raymond C. Jr., Ormond By The Sea 
Haynes, William N., Coral Gables 
Hudgens, John C. Jr., Orlando 

Kaiser, Herbert S., Miami 

Liechty, John D., Ft. Lauderdale 
Mann, Richard M., Miami Beach 
Morgan, Leslie A., Orlando 

Moses, Robert J. Jr., Hialeah 

Murphy, Ray E. Jr., Pompano Beach 
Offen, Joseph A., Coral Gables 

Prout, George R. Jr., Miami 

Strasser, Hans A., Kissimmee 








1... they deserve 
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Vitamin-Mineral Supplement Lederie 
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Each capsule contains: ; 
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Fluorine (as Cafe). 2. we cece cece 0.1 mg. 
Manganese (as Mn02). . 2 22 2 ee eee 1 mg. 
Magnesium (as MgO) .. 2... eee eee 1 mg. 
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ee ee a ae 0.5 mg. 
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WINE 

in Geriatrics 

and the treatment 
of the Anorexic, 
Debilitated 


Patient.... 








From time immemorial physicians have been 
aware of the restorative powers of wine. 


A Tasty Aid to Appetite and Digestion 


A glass of Sherry at mealtime stimulates the jaded appetite, 
serves as a tonic and aids the digestion. As a postprandial or 
between-meals’ beverage, a glass of Port has been warmly 
recommended for the sick and enfeebled. 


Wine has been found to increase salivary flow and stimulate 
gastric secretion. 


A Nutrient in Itself 


The ease with which wine is metabolized makes it an im- 
portant nutritive factor. 


A Gentle Vasodilator and Sedative 


The systemic sedative and vasodilative actions of wine can be 
of great aid and comfort to both the aged and the convales- 
cent, particularly in the presence of cardiovascular disease. 


These and other therapeutic uses of wine are discussed in the physician’s 
brochure, “Uses of Wine in Medical Practice.” For your free copy write—Wine (4 
Advisory Board, 717 Market Street, San Francisco 3, California. y 
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Whenever 
the diet is faulty, 
the appetite poor, 
or the loss of food 
is excessive 


through vomiting 
or diarrhea— 


e. 9 
Valentine’s 
MEAT EXTRACT 


stimulates che appetite, 


increases the flow of 

; digestive juices, 

©,‘ provides: supplementary 
amounts of vitamins, minerals 
and soluble proteins, 

2 ~~ extra-dietary vitamin By, 

* protective quantities of 

2, potassium, in a palatable and 
»«, readily assimilated form. 


2» 


Postoperatively 


« 





Supplied in bottles of 2 or 6 fluidounces. 


Dosace is 1 teaspoonful two or three times 
daily; two or three times this amount for 
potassium therapy. 


VALENTINE Company, Inc. 


RICHMOND 21, VIRGINIA 
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WOMAN’S AUXILIARY 
TO THE 
FLORIDA MEDICAL ASSOCIATION 
OFFICERS 


Mrs. WenvEtL J. Newcoms, President.......... Pensacola 
Mrs. JouN M. Burcuer, President-Elect.........Sarasota 
Mrs. W. Dean STEWARD, Ist Vice President........ Orlando 


Mrs. Lorenzo JaMEs, 2nd Vice President...W. Palm Beach 
Mrs, James D. Nixon, 3rd Vice President....Panama City 
Mrs. Assott Y. Witcox, 4th Vice President.St, Petersburg 


Mrs, Tuomas L. Roserts, Treasurer....... Ft. Lauderdale 
Mrs, Max Suter, Recording Secretary........ Jacksonville 
Mrs. Bernarp M, Barrett, Corres. Secretary....Pensacola 
Mrs. Crype MILLER Jr., Parliamentarian......... Pensacola 











Looking Ahead 


During these past three summer months, the 
officers of the Woman’s Auxiliary to the Florida 
Medical Association have been “looking ahead” 
and making plans for the coming year. We hope 
that we will be able to serve the Florida Medical 
Association in every way possible; the only pur- 
pose of our existence is to carry out your instruc- 
tions to us. This we will do. 

As President of the Auxiliary I have recently 
attended the meeting of the Woman’s Auxiliary to 
the American Medical Association. At these 
meetings the states are urged to bring ideas and 
problems and one soon learns what other states 
are doing in various phases of auxiliary endeavor. 
It may please you to know that Florida won first 
place in the Today’s Health contest for auxiliaries 
of its size—certainly the combined efforts of all 
the counties working to support what you had 
asked us to do. 

Our quota for AMEF was met. This, too, is 
something you had asked us to do. I sincerely 
hope you do not think we are an over-organized 
group of women “chasing goat feathers.” We like 
to think we are here to help and we want to do 
the best possible job. 

Have you ever thought of the fact that the 
nurse you now employ might have become inter- 
ested in nursing through the Future Nurses Clubs 
sponsored by the medical auxiliaries throughout 
the state? Working with these possible Future 
Nurses can be most rewarding. Perhaps your wife 
would volunteer a little more time to this project 
if she knew you really appreciated having more 
girls enter this vocation. 

We are most interested in the field of public 
safety. Did you know that some of your wives 
manned booths at various fairs in order to dis- 
tribute literature on the poison centers set up 
around the state? Is there something more we 
can do for you in the field of public safety? 

I could go on in many other fields in which 
you have asked our help—egislation, mental 
health and civil defense. We are trying to do our 

(Continued on page 520) 
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Y~ “the G.I tract 

is the 
barometer 

of the mind...” 


Belbarb 

soothes the agitated mind 
f and calms the G-I spasm 
through the central effect 
of phenobarbital and the 


synergistic action of 





fixed proportions 
of natural belladonna 
alkaloids on the 


gastrointestinal tract. 


BARB 


SEDATIVE ANTISPASMODIC 





20 years of clinical satisfaction 


Belbarb No. 1; Belbarb No. 2; Belbarb Elixir; Belbarb-B; Belbarb Trisules 


CHARLES >: COM PANY, Richmond, Virginia 
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(Continued from page 508) 
bit in all of them. I am most honored to be able 


to serve under Dr. Ralph W. Jack and his fine 
officers. I know he will ask for our help whenever 
he needs it, and we will do our best to help him 
and the medical association. 

Mrs. Wendell J. Newcomb, President 


OBITUARIES 


Henry Charles Weber 

Dr. Henry Charles Weber of Daytona Beach 
died on Oct. 30, 1958 at the United States Naval 
Hospital, Bethesda, Md., following an operation 
for liposarcoma and meningioma. He was 71 
years of age. 

Born in Meschede, Germany, in 1887, Dr. 
Weber received his medical training at Marquette 
University School of Medicine in Milwaukee, 
Wis., where he was awarded the degree of Doctor 
of Medicine in 1914. He later had special train- 
ing in ophthalmology and otolaryngology at Har- 
vard Medical School in Boston and the Eye, Ear, 
Nose and Throat Infirmary in New York City. 
After more than 33 years of active duty in the 
United States Navy, he retired with the rank of 
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captain. Locating in Daytona Beach in 1953, he 
practiced his specialty there for five years until 
illness necessitated his retirement. 

Dr. Weber was a member of the Volusia 
County Medical Society and since 1954 had held 
membership in the Florida Medical Association, 
He was also a member of the American Medical 
Association and of the American Academy of 
Ophthalmology and Otolaryngology and was a 
fellow of the American College of Surgeons. 

Surviving .are the widow, Mrs. Mabelle R. 
Weber, of Drexel Hill, Pa.; a daughter, Dr. 
Beatrice Weber Connelly, of Kensington, Md.: 
and a brother, Dr. Frank Weber, Arcadia, Wis. 





Clarence Bernstein 

Dr. Clarence Bernstein of Orlando died on 
April 23, 1959. He was 53 years of age. 

Dr. Bernstein received his academic schooling 
at Yale University and his medical training at 
the Johns Hopkins University School of Medicine, 
where he was awarded the degree of Doctor of 
Medicine in 1931. His specialty was internal 
medicine, and he was a pioneer in the field of al- 
lergy. His interest stemmed from basic research 
on immunology in tuberculosis with Dr. A. R. 
Rich of the Johns Hopkins University, and later 
at universities in Chicago he did much original 
work along lines of antigen-antibody relationships 
both in animals and in man. Although his profes- 
sional career was beset by prolonged interruptions 
because of illness caused by a bronchial adenoma, 
his scholastic achievements are evidenced by his 
election to membership in such honor societies as 
Phi Beta Kappa, Alpha Omega Alpha and Sigma 
Xi. 

After recovery from a successful pneumonec- 
tomy and a rejection by the armed forces in the 
early part of World War II, Dr. Bernstein was 
assigned by Procurement and Assignment to the 
Orlando area, which had been seriously depleted 
of its physicians by the armed forces. Through 
the ensuing years he continued to practice in 
Orlando, even under most difficult circumstances 
after it became apparent in 1956 that he was 
suffering from a recurrent systemic invasion of 
the original lesion. Locally, he was an attending 
physician at the Orange Memorial Hospital, the 
Florida Sanitarium and Hospital, and the Holi- 
day House Hospital. Active in civic affairs, he 
was a founder of the Central Florida Symphony 
Association and served on its Board of Directors. 
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a founder and President of the Congrega- 
tion o: Liberal Judaism. A member of the Yale 
Alumn. Club of Central Florida, he also held 
membership in the Executive Club of Orlando, 
the Committee of One Hundred of Orlando and 
the Dubsdread Country Club. He was an out- 
standing national figure in the United World 
Federalists organization. 

Dr. Bernstein was a member of the Orange 
County Medical Society, the Florida Medical As- 
sociation, the American Medical Association and 
the Southern Medical Association. He was an 
active member of the Chicago Society of Allergy, 
Institute of Medicine and Central Society of 
Clinical Research, and was a founder member of 
the Society for Investigative Dermatology. He 
was a consultant in medicine at the Institute of 
Psychoanalysis of Chicago. A fellow of the Amer- 
ican Academy of Allergy and the American Col- 
lege of Allergy, he was a member and past presi- 
dent of the Southeastern Allergy Association, and 
a founder and past president of the Florida Al- 
lergy Society. He was a member of the executive 
committee of the American Academy of Allergy 
from 1955 to 1958, and illness prevented his ac- 


He wa 
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ceding to the presidency of that national organ- 
ization. In 1957, he was program chairman for 
the Section of Allergy of the American Medical 
Association. He was a member of the American 
Federation of Clinical Research, the American 
Association for the Advancement of Science and 
the Florida Academy of Sciences. He was the 
author of 27 publications in the fields of .internal 
medicine and allergy. 

Surviving are the widow, Mrs. Bobbie Bern- 
stein, and two daughters, Jill and Toni, all of 
Orlando. 





BOOKS RECEIVED 











Physical Diagnosis. The History and Examination 
of the Patient. By John A. Prior, M.D., and Jack S. 
Silberstein, M.D. Pp. 388. Illus. 193. Price, $7.50. St. 
Louis, The C. V. Mosby Company, 1959. 

Believing that the major objective of a course in 
physical diagnosis is to acquaint the student with the 
basic “tools of his trade,” namely, the history, physical 
examination, and essential medical terminology, the au- 
thors and 10 contributors present their subject with sim- 
plicity and brevity in 15 chapters. All are faculty mem- 
bers of the Ohio University College of Medicine. In their 
experience, there is no substitute for a good history and 
they teach the student how to obtain an adequate his- 
tory which, when coupled with the examination, will 
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St. Petersburg Gain 
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enable him to have a reasonably accurate impression of 
the possible causes of any given illness. A relatively de- 
tailed discussion of the review of body systems is also 
included to familiarize him with the terminology that is 
necessary in medicine for ease of communication and to 
explain the medical significance of the many meaningful 
clinical terms to which he is being introduced. Discussion 
of disease is intentionally kept at a minimum as emphasis 
is placed on appreciation of the normal as essential to the 
appreciation of the abnormal. The book offers the medi- 
cal student an excellent guide to obtaining an organized, 
logical history and to performing a systematic exami- 
nation, 


Tumors of the Lungs and Mediastinum. By 
B. M. Fried, M.D., F.C.C.P. Pp. 467. Illus. 344. Price, 
$13.50. Philadelphia, Lea & Febiger, 1958. 

In this practical work, the etiology, diagnosis and 
treatment of nearly all benign and malignant tumors of 
the lungs, pleura and mediastinum are fully discussed. 
Cancer of the lungs receives the major emphasis, with 
particular attention paid to early clinical manifestations. 
Adenoma of the bronchus, pleural tumors, and less com- 
mon tumors of the lungs and mediastinum are considered 
fully. Tumors of the lymphoid tissues, such as reticulum 
cell sarcoma, lymphosarcoma, and Hodgkin’s disease; 
tumors of the thymus gland, neurogenic tumors, terato- 
dermoids and cysts are described in detail and amply 
illustrated. Two chapters are devoted to radiographic 
diagnosis. Metastases to the lungs from visceral cancers 
and from lung cancer to visceral organs are discussed and 
illustrated with roentgenograms. The description of each 
tumor is preceded by a delineation of the anatomy and 
physiology of the organ which gave rise to the new 
growth. The possible role of environmental factors and 
occupation in the emergence and rapid rise of lung cancer 
is detailed, and the role of cigarette smoking in the genesis 
of the-malgnant pulmonary disease is discussed. Because 
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the book considers tumors of the lungs and mediastinum 
from their earliest appearance and includes causative 
factors, it is of interest to all physicians—internists as 
well as general practitioners, thoracic surgeons and chest 
specialists as well as radiologists. 


Handbook of Cardiology for Nurses. By Walter 
Modell, M.D., F.A.C.P., and Doris R. Schwartz, B.S., R.N. 
Ed. 3. Pp. 328. Price, $4.50. New York, Springer Pub- 
lishing Company, Inc., 1958. 

This third edition of the only cardiology book written 
specifically for nurses contains new information and 
guidance particularly in the portions dealing with drug 
treatment and surgery and in the added chapter on nurs- 
ing care before and after cardiac surgery. The aim re- 
mains unchanged: to present cardiology and nursing of 
the cardiac patient as a nurse must know it to do her 
work with skill and authority. The details of modern 
cardiac therapy are presented so that she can readily 
follow any therapeutic plan with any doctor and be an 
expert in each case. The important functions a nurse has 
in cardiac complications and emergencies are discussed 
explicitly. 


Practical Leads to Puzzling Diagnoses. Neuro- 
ses That Run Through Families. By Walter C. Alvarez, 
M.D., D.Sc. Pp. 490. Price, $9.00. Philadelphia, J. B. 
Lippincott Company, 1958. 

In this book, the author, in his clear and familiar 
style, suggests how a better knowledge of a patient and 
his family, gained through the expenditure of a few min- 
utes in eliciting a more complete history, can save the 
physician much time lost in fruitless treatment of the 
organic symptoms of basically psychosomatic conditions. 
The diagnostician adept in the recognition of the signs 
pointing toward these conditions will find the handling 
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of mar © formerly puzzling cases greatly simplified. The 
materi:. in this book, which includes an extensive series 
of case histories and their statistical analysis, should be 
most h !pful to the physician in demonstrating that the 
essenti:. problem of many patients is that of living with 
an err: ic nervous system inherited from their ancestors 
and in helping them toward a happier, saner and more 
useful | fe. Some of the topics presented are: equivalents 
of psychosis and alcoholism, epilepsy and its variants, 
hints on the taking of histories, queer spells in which the 
nerves play tricks, ways in which our faculties are in- 
herited. mixtures of mental disease in families, psychosis 
in children, schizophrenia, hysteria, sexual difficulties in 
men and women, urologic troubles, the psychotic patient 
who loves operations, nervous fever, psychopathic delin- 
quents, and the art of handling nervous persons. 





THE DUVALL HOME 
for RETARDED CHILDREN 


A home offering the finest custodial care with a 
happy home-like environment. We specialize in the 
care of infants, bed-ridden children and Mongoloids. 


For further information write to 
MRS. A. H. DUVALL GLENWOOD, FLORIDA 
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Maternity. A Guide to Prospective Motherhood. By 
Frederick W. Goodrich, Jr., M.D. Pp. 130. Price, $1.75. 
New York, Prentice-Hall, Inc., 1959. 

This concise handbook for the mother-to-be is designed 
as a reference to supplement her doctor’s care and to 
underline his instructions. It provides a clear, accurate 
explanation of pregnancy, labor and childbirth—from 
the first sign and symptoms through delivery. This 
source of authoritative information should serve as a 
helpful aid in the doctor-patient relationship for it an- 
swers simply, but soundly, the questions the doctor may 
not have time to cover fully in private consultation. 


Current Therapy—1959. Latest Approved Meth- 
ods of Treatment for the Practicing Physician. Edited 
hv Howard F. Conn, M.D. Pp. 781. Price, $12.00. 
Philadelphia, W. B. Saunders Company, 1959. 

With this volume, Current Therapy begins its second 
decade of publication. For general physician and special- 
ist alike, this 1959 volume provides a full measure of 
readily accessible up-to-date help on specific therapeutic 
methods for management of practically all common 
diseases and disorders. More than 300 carefully selected 
contributors present in simple terms what they consider 
the best way to treat a wide variety of illnesses. These 
problems range from alleviating the common cold to 
managing complications of multiple sclerosis. Some 282 
articles, nearly 75 per cent of the text, are improved in 
some significant manner over last year. They are either 
written by a new author presenting a different view- 
point, show latest refinements in technic, or contain 
completely new and better treatments than the best 
known last year for particular disorders. Floridians among 
the contributors include Drs. Robert E. Cassidy, James 
H. Ferguson and George D. Lilly of Miami, George T. 
Harrell of Gainesville, Sanford Levine of Miami Beach, 
and Henry L. Smith Jr. of Tallahassee. 











non-resident care. 


R. Caarman Carport, M.D. 
Medical Director 





HIGHLAND HOSPITAL, INC. 


FOUNDED IN 1904 
ASHEVILLE, NORTH CAROLINA 
Affiliated with Duke University 





A non-profit psychiatric institution, offering modern diagnostic and treatment procedures—insulin, electroshock, 
psychotherapy, occupational and recreational therapy—for nervous and mental disorders. 

The Hospital is located in a 75-acre park, amid the scenic beauties of the Smoky Mountain Range of Western 
North Carolina, affording exceptional opportunity for physical and emotional rehabilitation. 

The OUT-PATIENT CLINIC offers diagnostic services and therapeutic treatment for selected cases desiring 


Rosert L. Cratc, M.D. 
Associate Medical Director 





Joun D. Patron, M.D. 
Clinical Director 
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TUCKER HOSPITAL, INC. 


212 West Franklin Street 


RICHMOND. VIRGINIA 
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A private hospital for diagnosis and treatment of psychiatric and neuro- 


logical patients. Hospital and out-patient services. 


; (Organic diseases of the nervous system, psychoneuroses, psychosomatic 
| disorders, mood disturbances, social adjustment problems, involutional 


reactions and selective psychotic and alcoholic problems.) 








Dr. Howarp RK. Masrers Dr. JAMES ASA SHIELD Dr. Wein M. Tucker 4 

4 Dr. GeorGe S. Furtz, Jr. Dr. AMELIA G. Woop Dr. Robert K. WILLIAMS $ 
% 
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APPALACHIAN HALL 


ASHEVILLE Established 1916 NURTH CAROLINA 





An Institution for the diagnusis and treatment of Psychiatric and Neurological illnesses, rest. convales- 
cence, drug and akhohol nabituation. 

Insulin Coma, EKlectrushock and Psychotherapy are employed. The Institution is equipped with complete 
laboratory facilities including electroencephalography and X-ray. 

Appalachian Hall is located in Asheville. North Carolina. a resort town. which justly claims an all around 
chmate for health and comfort. There are ample facilities for classification of patients, rooms single or en 
suite. 

Wm. Ray Griffin Jr. M.D. Mark A. Griffin Sr., M.D. 
Robert A. Griffin. M.D Mark A. Griffin Jr., M.D. 


For rates and further information write Appalachian Hall, Asheville, N. C. 
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rida Medic 21 Association............ 

rida Speci ity Societies ............. 

\emy of ieneral Practice....... 
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bsthesiologists, Soc. of................ 


st Phys. An. Coll., Fla. Chap... 
EEN, SOC, O1........00-c..coccecess 
sth Officers’ Society..................... 
ustrial and Railway Surgeons... 
brnal Medicine 
brosurgical Society....................:+. 
and Gynec. Society.................... 
hthal. & Otol., Soc. of................ 
SE OCU 00 cvvesesosenesnsseesaesen 
ologists, Society of.................... 
ES ere 











OS 


ic Science Exam. Board 
Banks, Association 
e Cross of Florida, Inc............. 


betes Association 


spital Association 
ical Examining Board 
rses Association, State 
armaceutical Assn., State 


merican Medical Association 
AM.A. Clinical Session 
uthern Medical Association 
kbama Medical Association 
porgia, Medical Assn. of................ 
p. Chap. Arthritis & Rheuma- 

ism Foundation 
E. Hospital Conference................ 


E. Am. Urological Assn............... 
utheastern Allergy Assn............... 
utheastern Surgical Congress 


PRESIDENT 


Ralph W. Jack, Miami.................... 
Walter J. Glenn Jr., Ft. Lauderdale 


James H. Putman, Miami 


George C. Austin, Miami................ 


Bruce M. Esplin, Miami 
Chester L. Nayfield, Winter Haven 
Lloyd J. Netto, W. Palm Beach.... 
Lawrence E. Geeslin, Jacksonville 
W. Tracy Haverfield, Miami 
Homer L. Pearson, Jr., Miami 
G. Dekle Taylor, Jacksonville........ 
Elwin G. Neal, Miami Shores 
James B. Leonard, Clearwater...... 
B. A. Dobbins Jr., Ft. Lauderdale 
Clifford C. Snyder, Miami 
Don C. Robertson, Orlando............ 
Samuel R. Warson, Sarasota 
Russell D. D. Hoover, W. P. Bch. 
George W. Morse, Pensacola 
C. Burling Roesch, Jacksonville... 
Edwin W: Brown, W. Palm Beach 


P. A. Vestal, Winter Park................ 
Leo L. Foster, Tallahassee 
Mr. C. DeWitt Miller, Orlando ... 
Russell B. Carson, Ft. Lauderdale 
Joseph J. Zavertnik, Miami 
J. J. Lowenthal, Jacksonville 
A. D. Farver, Miami Beach............ 
Sidney Davidson, Lake Worth........ 
Ted L. Jacobsen, Clearwater 
George S. Palmer, Tallahassee 
Mrs. Idalyne Lawhon, Tampa 
Rufus Thomas, New Smyrna Bch 
A. Y. Covington, Starke 
Charles F. Tate Jr., Miami 
Ernest A. Lilley, Lakeland 
Mrs. W. J. Newcomb, Pensacola.... 


Louis M. Orr, Orlando.................... 


Milford O. Rouse, Dallas, Texas.... 
William R. Carter, Repton, Ala..... 
Luther H. Wolff, Columbus, Ga..... 


John P. Mozur, Miami 
Oscar S. Hilliard, Ft. Oglethorpe, 


C. P. Wofford, Johnson City, Tenn 
M. M. Copeland, Washington, D.C. 





William J. Atkinson, Mobile, Alla... 


Samuel M. Day, Jacksonville........ 


A. MacKenzie Manson, Jacks’ville 
Ben A. Johnson Jr., Jacksonville 
George H. Mix, Lakeland................ 


Jack H. Bowen, Jacksonville........ 
L. L. Parks, Jacksonville 
John H. Mitchell, Jacksonville...... 
Charles K. Donegan, St. Petersburg 
Edward J. Sullivan Jr., Jack’ville.. 
Sam W. Denham, Jacksonville........ 
Joseph W. Taylor Jr., Tampa........ 
Richard A. Worsham, Jacksonville 
John A. Shively, Bradenton 
Camillus S. L’Engle, Jacksonville 
Bernard L.N. Morgan, Jacksonville 
Matthew A. Larkin, Miami............ 
Merton L. Ekwall, Jacksonville . 
John P. Ferrell, St. Petersburg 
C. Frank Chunn, Tampa 
Thad Moseley, Jacksonville 
Wm. A. VanNortwick, Jacksonville 


M. W. Emmel, Gainesville................ 
Wilma Holt, Pensacola 
Mr. H. A. Schroder, Jacksonville 
John T. Stage, Jacksonville............ 
Lorenzo L. Parks, Jacksonville.... 
Morris B. Seltzer, Daytona Bch..... 
Richard Chace, Orlando.................... 


Joseph F. McAloon, Hollywood ... 





SECRETARY 


ANNUAL MEETING 





Mrs. E. D. Pearce, Miami ............... 
Homer L. Pearson Jr., Miami 
Mrs. Maurine Finney, Miami........ 
Mr. R. Q. Richards, Fort Myers.... 
N. J. Schneider, Jacksonville.......... 
Allen Y. DeLaney, Gainesville 
Mrs. R. H. McIntosh, Port St. Joe 
Mrs. Max Suter, Jacksonville........ 


F. J. L. Blasingame, Chicago........ 


V. O. Foster, Birmingham................ 
Douglas L. Cannon, Montgomery 
Chris J. McLoughlin, Atlanta........ 


J. Charles McKee Jr., Miami 
Glenn Hogan, Atlanta.............0.0........ 


S. L. Campbell, Orlando * 
Kath. B. MacInnis, Columbia, S.C. 
B. T. Beasley, Atlanta 
Dan Sullivan, Mobile, Ala............... 





Jacksonville, April 8-11, ’60 
Miami Bch., Oct. 29-Nov. 1 


Jacksonville, April 8-11, ’60 
Miami Beach, Oct. 4, ’59 


Jacksonville, April 8-11, ’60 


Jacksonville, April 8-11, ’60 
W. Palm Beach, Dec. 5-6, ’59 
Jacksonville, April 8-11, ’60 


Jacksonville, Nov. 12-15, ’59 
Jacksonville, Apr. 10, ’60 


Jacksonville, Apr. 8-11, ’60 
Jacksonville, Apr. 10, 60 
” ” ” »” 


Gainesville, Nov. 7, ’59 
Clearwater, May 13-15, ’60 
Jacksonville, Dec. 2-4, ’59 


Jacksonville, April 10, ’60 
Miami Bch., Oct. 29-30, ’59 
Miami Bch., May 15-18, ’60 
Miami, April 30, ’60 
Jacksonville, Dec. 2-4, ’59 


Orlando, Oct. 13-16, ’59 
Tampa, May 15-18, ’60 


Tampa, April 22-23, ’60 
” ” ” ” ” 

Jacksonville, Apr. 8-11, ’60 
Miami Beach, June 13-17, ’60 
Dallas, Texas, Dec. 1-4, ’59 
Atlanta, Ga., Nov. 16-19, ’59 
Mobile, Ala., April 21-23, ’60 
Columbus, Ga., May 1-4, ’60 
Miami Beach, May 3-7, ’60 
Jcks’ville, March 13-16, ’60 


N. Orleans, March 21-24, ’60 
Mobile, Ala., Oct. ’59 





uf Coast Clinical Society.............. 








MIAMI MEDICAL 


CENTER 


P. L. Donce, M.D. 


Medical Director and 
1861 N.W. South Riv 


President 
er Drive 


Phones 2-0243 — 9-1448 


A private institution for the treatment of ner- 


vous and mental disorders and the problems of 
drug addiction and alcoholic habituation. Mod- 
ern diagnostic and treatment procedures—Pscho- 


therapy, Insulin, 


Electroshock, Hydrotherapy 


Diathermy and Physiotherapy when _ indicated. 
Adequate facilities for recreation and out-door 
activities. Cruising and fishing trips on hospital 


yacht. 


Information on request 


Member American Hospita 





Association 
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CIVIL DEFENSE AND DISASTER 


Miami 
Tallahassee 











CONSERVATION OF VISION 
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DUNCAN T. McEWAN, M.D., Chm Orlando 
JERE W. ANNIS, M.D Lakel. nd 
WILLIAM C. ROBERTS, M.D Panama City 
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LEGISLATION AND PUBLIC POLICY 


H. PHILLIP HAMPTON, M.D., ey 
EDWARD R. ANNIS, M.D. eS 
CECIL M. PEEK, M. es 

GEORGE H. GARMANY, ti D. bal A-6 Tallahassee 
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RALPH W. JACK, M.D. Ex Oiicio Miami 
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51 (ISON, MD...Ci Lakeland 

JOSEP!’ W. DOUGLAS, MDA 62 P l 

CHA. F. STOVER, M.D....D-6 Miami 

MEDICAL ECONOMICS 

FLOYD K. HURT, M.D., Chm.....B-61................ Jacksonville 

FREDERICK E. FARRER, M.D....AL-60... Miami 

MERRITT R. CLEMENTS, M.D....A-60 Tallahassee 





RALPH S. SAPPENFIELD, M.D......D-62... 
MELVIN M. SIMMONS, M.D...... C-63 





MEDICAL EDUCATION AND HOSPITALS 


THOMAS O. OTTO, M.D... Clara... AD -60 noe ieenencccsseccecccccceoee Melrose 
WALTER E. MURPHREE, M.D......B-60 .G ille 
RAYMOND B. SQUIRES, M.D.....A-61 Pensacola 
JACK ©. CLEVELAND, M.D....... D62 ..Coral Gables 
MADISON R. POPE, M.D......C-6 Plant City 
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JAMES N. PATTERSON, M.D.....C-61 os ~~ 
WALTER E. MURPHREE, M.D.....B-62 Gai ille 
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RAYMOND H. CENTER, M.D....C-61.. Clearwater 
SCHEFFEL H. WRIGHT, M.D.....D-62 Miami 
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THAD oneal Ey. M.D., on “ee row. Jack ille 
GEORGE T. HARRELL, M.D... B-6 Gainesvill 
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HOMER L. PEARSON JR., M.D., 1934 Miami 
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JERE w. ANNIS, M.D., Secy., 1958 








ery 













































































































































































= =e Tere. 
bs) L qyoolIg 
ee 099° ‘fyaipandas paziun6.40 111uNn piv pup asiauadns , 
2a 
23 ” ~ AysazTeENe Aeytuog ‘neq “HY AatdiyD ‘aeyeug “H 183728 MM SOUI[OH[-U0zZUTYSE MA 
82 oe SS aaa ‘san], pig YoRog uozeM 3q ‘UOsduIOyL ‘Mm WM Uo}TIN ‘ARTIOH “D uYyor ~~~ eBsoy-BJUEg-"SOO[eyO- bk a 
1216014 
 i————e = <a yoeag euoyAeg ‘uapaleyD ‘¢ uyor “Yyog euo0zAeq ‘AyWIeDOW ‘JN snsuoydry ~ SBySNIOA 
arid » 
SEER OC ca Gemma —“Aqag “ip esq “y uyor Aula ‘ausaty “f Ydpey Io[AvL, 
—————oeeorseeeenenasecceoceceeere Gia $05 -——-gaiene “29 see *s Bese —— YeO sary ‘Yotsjaiq (7 souer ~~ 99;0AUjeT-uo}TWIEH-souUEMNS 
my, pus piojueg ‘puoulasoy ‘J Waeqoy ~“~paioyueg ‘1ayeg uue, ___ SJOUTUIAS 
wn pe eyoseres ‘ojidoysig “y a81085 eyoseleg ‘Iayoeser ‘ff maIpuy Wpeseseg 
a een adJeIg ‘tq ‘SuTIMIeM “A AqyeW dI1IaIq ‘}q ‘Oya “Tq Weqoy ~~ UPPALAL-99qGOGII9FOQ-31ONT 4S 
Sa ne euljsnsny ‘34S ‘AeTTeusS “Wy Yydesor ~~ auTsSNENY “YS ‘UOSqIy “f WITT suyof 8S 
wi pe - Byyeleg ‘jreiy “D sewer eyyeeg ‘Nesulleg ‘q sajreyD wena” 
‘pam pug pueleyey ‘uoslsapuy “J xuere[Q ~~ UdABH JOWUTM ‘UPIFIIIDH ‘ff TTaMoN' 19d 
aoe ‘UO 4ST BIngsiajag 4S ‘T[JeUUODII “OD ueWyTYy A BINGSIOg “3S ‘POOM “Y PUCTMO YY Sel[euld 
~—ennceenee ‘sinyy, Pug" AID apeq ‘seuor melpremM “MM —————~ssoureauy “1g uMOIg ‘5 pelj[y~-—"_ SM.1919-OpuvuseH-ooseg 
tac ecaceaatie ao yoeeg weg ‘M ‘xeg uUeULIey ~~ yoeeg weg ‘M “U0z}e{S “VY JesuNOZ qoved Wyitd 
D10998O » 
 _———————— =| opueyig ‘A1IND "M weqoy OpuetIO ‘aT[OL, "I Heqoy o2Ut1O 
| ipgeeneeeseeeemensenes ‘SInyL 1S[~Yoeog eurpueusoag ‘uojmMarg “g [1999 ueyeyeD “if youueg ‘q praeq beteenaes 
seo Sa oo ysaM Avy ‘a100, “SY ueUIIAa_ yam Avy ‘yorreog ‘¢ ydesor yr 
aa + 
o_o ‘sany, pag Ble “IOWUTM “| SeTTeEM BreoO ‘stjUeA “| [eT hese, ste 
i ceeeeemeemaemmanie ‘sony, puz uojuepeig ‘a_nq ‘q ydesor ~~ uojuepeig “If [[8@H “A sural] pete nt 
ae a ere ian uosIpey ‘SUISSOD *f IdWIY ~~ uosipey “if puelnog “4H sewouy, WOSTPtA 
 iemeemmenre ‘uO 3S["——"aasseyeyeL 4yeeryy “H uos[aN Aouin ‘Morppey “WY Psey[yH WOSIOJJOL-CTIN ACA 
-4£}19Q1'[-Uspspey-u08'T 
 __—_————aee = =— atl, SIDA "3, ‘IAAIED ‘DO sourep-—-—— SIA “J ‘IasIequiny “WY UOsTIMy AIpudH-39'T 
Jaqwng , 
" iiaieancanaiemmemuamremcomnness A 28 JUOULIZID ‘IaAeaM ‘GQ SeWwOYyy ~~ elod ‘iA ‘smeipuy ‘D yowepely 7 
LI A[rayreng® ~~~ euuerseyy ‘uosyeM “JW stlouely euuelle yjyasped “q uue[sy Unoq]e)-wosyoer 
ZI as yoeog O19A “UBSIOW ‘CG Ud ~~ yoeog ora, ‘UlIensy) ueuIMOog ‘g ~ d0ATy UeTpuy 
emer, 8g ———gedurey, “if 1ayxeq “iq UrITIOD eduey ‘XIN “D ploreH ~ ysnol0qsith 
9 ‘pam SeT——eyyoTyemaM ‘“BuruueD “gq plorey ——— “20f "IS Hog ‘xiIpuaH ‘gq Ydasor yINN-uTPyULAy 
ee Bjooesueg ‘Alleg ‘® ydesor Blooesueg ‘uosIepuy “A Weqsq bia “sieht 
DID « 
aaa ‘hr a aT[tAuosyoeer “it sprempy ‘OC Aeyo aqitAuosyper ‘Aeq “WW [enures feang 
L200 ‘sony, 1ST einyonemM ‘Iell[oOO “y sett BnyoneM ‘YWWIG “H sewer spel y-SpuLlysiH-sepiepy-0j0S0q 
a aa coo nm. so Tuer, ‘Arzysneq “OD 1M9q ~~ SaTqeyH [B10D “Iesiey “q Weqoy oped 
A9xYDT » 
Or ‘pam Pig AYO eye] ‘sayeq ‘H sewoyy ~~ AYD ayerT ‘TemoH *S Airey SyequeneD 
_* ‘san, UIP saiden ‘peiss41y, “H [Eula soiden ‘Ie ‘¢ uyor bed bad 8 
‘----ses——_—— ‘sony, pug epiory Byung ‘AT[IEeyY ‘N [1W@Q epi0p Byung ‘Ppeys “H Weqou ~~~ _.. 
So ‘sony, puz —ereprepney “3,4 ‘1aUstA “MM Yoleperg ~~~ aeprlepney “41 “AANA “f Set apace. 
9 ‘sony, 3ST 20000 ‘ploury ‘f [Ie B0000 “If ussuat *D sInoy __pavaoty 
ce -— ————— ‘sony, pug AYID eureueg ‘UeUIZAQ “] }1eqQoYy ————-AYID eueueg ‘UOXIN ‘q Sewer ~ Seg 
uoun ‘Iswyr11H “plofprig » 
’ 69 ‘sony, pug 9] TAsouteyy ‘sButwuind “YH suesnq ——————aT]TAseuTey ‘uleuyNg “YH 39.1085 enygorly 
Q sugaqWwaW IVLOL GLVd ONILGAW AUVIGUIAS LINAdIsaud ALGINOS 
ww 





BPO], JO SatJaIDI0G TeoIpey Ayu") 









